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Introduction to Volume One
INTRODUCTION TO THE PORTFOLIO (VOLUME ONE)
The PsychD in Clinical Psychology portfolio presents the work completed during the 
three years of training. It is organised into two volumes by three dossiers.
Volume one of the portfolio is subdivided into the academic, clinical, and research 
dossiers. The academic dossier contains four essays covering topics related to the 
four core placement areas. The clinical dossier contains summaries of the six (four 
core and two specialist) clinical placements, and summaries of five clinical case 
reports. The research dossier contains the service related research project completed 
in year one, the qualitative research project completed in year two, the major 
research project completed in year three and a research logbook outlining the 
research skills, knowledge and experiences acquired throughout the training. The 
work in the portfolio is presented in the order in which it was completed, thus 
illustrating the development of clinical, academic and research skills over the course 
of training.
Volume two of the portfolio comprises the clinical dossier. It includes the five case 
reports presented in full, clinical logbooks, and all other relevant placement 
documentation. Due to the confidential nature of the material contained in volume 
two, it is held solely within the Psychology Department at the University of Surrey.
Academic Dossier
ACADEMIC DOSSIER
OVERVIEW
The academic dossier of the PsychD in Clinical Psychology portfolio contains four 
extended essays relating to the Adult Mental Health, People with Learning 
Disabilities, Children, Adolescents and Families, and Older People core placements. 
The essays critically examine the theory and practice of clinical psychology in relation 
to specialty-specific issues.
Adult Mental Health Essay
ADULT MENTAL HEALTH ESSAY
Would there ever be a scenario in which a 
psychodynamic rather than a cognitive-behaviourai 
approach might be more appropriate in the treatment 
of obsessive compuisive disorder?
January 2002 
Year 1
Adult Mental Health Essay
WOULD THERE EVER BE A SCENARIO IN WHICH A PSYCHODYNAMIC 
RATHER THAN A COGNITIVE-BEHAVIOURAL APPROACH MIGHT BE MORE 
APPROPRIATE IN THE TREATMENT OF OBSESSIVE-COMPULSIVE
DISORDER? 
INTRODUCTION
Historically, one of the oldest accounts of the successful treatment of Obsessive 
Compulsive Disorder (OCD) came from Freud’s (1909: cited in Gay, 1995) famous 
psychoanalytic work in the case of The Rat-Man’. Yet, currently, a Cognitive- 
Behavioural (C-B) approach is favoured as the psychological treatment of choice for 
OCD. The psychodynamic approach to OCD has received very little attention in 
recent years and treatment guidelines based on research evidence do not advocate 
its use for the treatment of OCD (Roth & Fonagy, 1996). This essay aims to critically 
explore why Cognitive-Behavioural Therapy (CBT) remains the treatment of choice 
for OCD and whether a psychodynamic approach would ever be considered more 
appropriate in its treatment.
Firstly, the phenomenology of OCD will be described. Next, the C-B and 
psychodynamic approaches to OCD will be presented with supporting evidence. The 
research evidence and its utility in clinical settings will then be critically discussed. 
Other factors that influence therapy choice and outcome will next be considered in 
relation to whether they might provide support for considering a psychodynamic 
approach to OCD. The material presented in this essay will lastly be summarised in 
order to reach an overall conclusion.
OCD: Diagnostic Criteria and phenomenology
OCD has been found to have an early onset, mostly emerging in late adolescence or 
early adulthood (Roth & Fonagy, 1996) and is thought to affect between 1 and 3 % of 
the general population (Shafran, 2000). It is defined by DSM-IV (APA, 1994) as an 
anxiety disorder and is characterised by the presence of obsessions and/or 
compulsions.
Obsessions are unwanted and intrusive thoughts, images and impulses that are 
recurrent, persistent and cause marked anxiety or distress. They are involuntary.
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passive experiences that ‘happen’ to a person. Obsessions are more than just 
excessive worries about real-life problems and are often characterised by 
nonsensical, blasphemous, obscene and worrying themes. The person usually 
makes some attempt to resist the obsession, which is recognised as a product of his 
or her own mind.
Compulsions are overt, repetitive behaviours (e.g. hand washing, ordering, checking) 
or covert, mental acts (e.g. praying, counting, repeating words silently) that a person 
feels driven to perform in response to an obsession, or according to rigidly applied 
rules. Compulsions are aimed at preventing or reducing distress or preventing some 
dreaded event or situation. However, these behaviours or mental acts are excessive 
or clearly not connected in a realistic way with what they are designed to neutralise 
or prevent.
The content of obsessions and nature of compulsions fall into a number of common 
themes (de Silva & Rachman, 1992). The most frequently reported obsessions relate 
to contamination, dirt and germs, and the most prevalent compulsions are cleaning 
and washing. Other themes for obsessions include the fear of causing harm to 
someone else, the fear of making a mistake, and the fear of behaving unacceptably. 
Commonly seen compulsions include checking and organising, collecting and 
hoarding, and counting and repeating.
OCD is often comorbid with other psychiatric disorders. Of all the symptoms that are 
associated with OCD, depression seems to be the most highly correlated (Turner & 
Michelson, 1984). Comorbidity with the other anxiety disorders is also frequent. 
Furthermore, although estimates vary widely, Jenike (2001) estimates that around 
6% of OCD patients also have pre-existing Obsessive Compulsive Personality 
Disorder (OCPD), which is characterised by orderliness, indecisiveness, obstinacy, 
and perfectionism.
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THE COGNITIVE-BEHAVIOURAL APPROACH TO OCD 
Theory
With its roots in learning theory, the C-B conceptualisation of OCD assumes that the 
symptoms of OCD arise as a result of faulty learning (de Silva & Rachman, 1992). 
Specifically, anxiety becomes associated with certain thoughts and experiences that 
are really harmless, and so obsessions become a source of considerable distress. 
Overt and covert compulsions provide immediate but temporary anxiety relief and so 
become negatively reinforced, increasing the likelihood of further compulsions 
(Salkovskis & Kirk, 1989). A person will attempt to prevent and reduce anxiety 
through compulsions and avoidance.
Shafran (2000) reports that up to 90% of the general population experience 
unwanted intrusive thoughts. However, only 1-3% develop OCD. Central to the C-B 
model of OCD proposed by Salkovskis (e.g. Salkovskis, 1985; Salkovskis, Forrester, 
Richards & Morrison, 1998) is the notion of perceived responsibility. That is, the 
tendency for people with OCD to attach great personal significance to the intrusive 
thought and cognitively appraise it as an indicator that they are responsible for harm, 
or the prevention of it (Shafran, 1997). This appraisal gives rise to anxiety and the 
resulting symptoms of OCD. Paradoxically, this increases the likelihood of further 
intrusions, and exacerbates the perception of responsibility and threat (Salkovskis, 
Wroe, Gledhill, Morrison, Forrester et al., 2000). Further development of the C-B 
model of OCD has focused on delineating the types of responsibility appraisals that 
are made in OCD (Shafran, 1997). As well as increasing our understanding of OCD, 
these developments have direct implications for treatment.
Treatment
CBT integrates the behavioural technique of Exposure and Response prevention 
(EX/RP) with more cognitive techniques. EX/RP pairs systematic, prolonged 
exposure to the feared stimulus until anxiety levels decrease with the concurrent 
prevention or postponement of the compulsive response (Abramowitz, 1998). The 
integration of cognitive techniques has allowed the responsibility appraisal to be 
tackled more directly. From Salkovskis (1999), cognitive techniques focus on
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constructing and actively testing an alternative and less threatening appraisal of 
obsessions.
Suitability criteria for treatment with CBT have been outlined by Salkovskis & Kirk 
(1989). As CBT is a collaborative, active and structured therapy, willingness to 
actively engage in CBT, motivation for change, and acceptance of the C-B 
formulation are essential requirements from the client. Ultimately treatment is unlikely 
to be successful if these conditions are not present. Furthermore, if the OCD is 
secondary to another psychiatric condition then the primary condition should be 
treated first, particularly if it is depression.
Evidence
The evidence for the efficacy of CBT for OCD is compelling. Roth & Fonagy’s (1996) 
extensive review of the research on psychological treatments for OCD concluded that 
successful psychological treatments are those that include EX/RP. Also, the 
integration of cognitive therapy is useful in the treatment of intrusive thoughts and the 
prevention of relapse.
Since this review, further research has come to similar conclusions. Abramowitz’s 
(1997) meta-analysis only included studies that contained randomised controlled 
trials (RCT), considered to be the ‘gold standard’ of clinical research design (Roth & 
Parry, 1997). He found that EX/RP was an effective treatment for reducing OCD 
symptoms and cognitive approaches were at least as effective as EX/RP. In 1998, 
Abramowitz carried out a further meta-analysis focusing on the magnitude of change, 
using effect sizes, brought about by CBT. The results showed that the level of 
functioning reported by patients at the end of their CBT treatment was more similar 
to the functioning of the normal population than to individuals with untreated OCD. 
Hence, CBT has been shown to produce clinically significant change in OCD.
Warren & Thomas (2001) addressed the issue of the application of research findings 
to clinical practice directly in their study of CBT of OCD in private practice. Out of 26 
clients referred for OCD, 19 completed the treatment and of those, 84% were 
treatment responders. They concluded that CBT can be effectively delivered in 
routine clinical practice and the results of RCTs can be generalised to clinical 
practice. However, generalisability of these results to NHS clinical practice may be
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questionable as it can be argued that private clinical practice differs from NHS clinical 
practice in a number of ways, most notably on the demands on its resources.
Freeston, Landouceur, Gagnon, Thibodeau, Rheaume et al. (1997) found that CBT 
was an effective treatment for OCD patients who did not have overt compulsions, a 
group that has previously been regarded as treatment-resistant. Compared to waiting 
list controls, the treated group significantly improved on outcome measures and 
treatment gains were maintained at six-month follow-up.
The ‘Expert Consensus Guideline’ on OCD (March, Frances, Carpenter & Kahn, 
1997) is often cited as evidence for a CBT approach. The consensus was reached by 
surveying leading experts in the field and the response rate was very high. This 
guideline recommends cognitive therapy and EX/RP, in combination with medication 
as treatments of choice. However, closer examination of the questions included in 
the survey reveal that EX/RP and Cognitive therapy were in fact the only two options 
for psychological therapy and psychodynamic psychotherapy was not even an option.
THE PSYCHODYNAMIC APPROACH TO OCD
From Messer & Warren (1995), the term ‘psychodynamic’ in this essay will represent 
the broad tradition of approaches and therapies that have at their core certain basic 
psychoanalytic theoretical and technical assumptions, primarily that symptomatology 
is the result of unconscious unresolved conflicts.
Theory
As mentioned in the introduction, Freud originated the psychodynamic approach to 
OCD in 1909. Very little development of the psychoanalytic view has occurred since 
then (Esman, 2001). Explained simply, the psychodynamic approach asserts that 
certain early anxiety-provoking memories, conflicts, and desires that are repressed 
from consciousness without resolution, later manifest as neurotic symptoms (de Silva 
& Rachman, 1992). In OCD, the unacceptable incestuous desires and phallic 
tendencies associated with the oedipal situation are repressed and lead to a 
regression to the anal stage of psychosexual development (Steketee & Lam, 1993; 
Gabbard, 2001). When these anxieties threaten to surface into consciousness, a 
number of mechanisms are used to defend the ego.
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Sifneos (1985^,1985 ) outlines the key defence mechanisms that become the core 
dynamics of OCD. ‘Regression’ is one of the first defence mechanisms that 
contributes to OCD as it allows escape from the anxieties associated with the oedipal 
complex. Sifneos suggests that this, along with a possible genetic predisposition, 
lead to the emergence of ‘ambivalence’ and ‘magical thinking’. Furthermore, defence 
mechanisms like ‘réaction-formation’ and ‘isolation’ help the person with OCD 
manage and avoid the anxieties.
The psychoanalytic view has traditionally considered OCD and obsessional character 
or OCPD to be on a spectrum (Freud, 1913: cited in Esman 2001). Both arise from 
the same repressed anxieties associated with the oedipal situation, but the 
regression to the anal stage is purported to have occurred smoothly in OCPD while in 
OCD there has been some resistance to the regression giving rise to conflict and 
defence mechanisms. Therefore, the obsessional neurosis is thought to represent a 
breakdown of the underlying obsessive-compulsive personality structure (Esman, 
2001). However, subsequent authors in the field have recognised that this idea is 
unfounded and that OCD and OCPD are separate clinical entities (Esman, 2001, 
Gabbard, 2001)
Psychodynamic theorists have developed different variations on Freudian theory, 
which have resulted in the formation of a number of different therapeutic models 
under the broad umbrella of psychodynamic psychotherapy. The main distinctions 
can be made between drive/structural models, relational models, and integrative or 
eclectic models (Messer & Warren, 1995)
Treatment
The psychodynamic treatment of OCD focuses on bringing underlying anxieties and 
conflicts into consciousness and identifying, clarifying and altering the characteristic 
defensive patterns (Salzman, 1985). The process of psychodynamic therapy involves 
the establishment of a strong working alliance between the patient and therapist, the 
encouragement and use of transference manifestations, and the use of interpretation 
to aid the acquisition of insight and the development of more adaptive defences 
(Sifneos, 1985^, Steketee & Lam, 1993).
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Although psychoanalytic therapy has traditionally been a long-term, intensive (2-3 
sessions weekly) programme of treatment, it has been encouraged by fairly recent 
invention of brief psychodynamic therapies. These short-term therapies have 
demonstrated at least equivalent outcomes as their long-term psychoanalytic 
counterparts (Messer & Warren, 1995). Sifneos’ (e.g. 1985^,1985^) Short Term 
Anxiety Provoking Psychotherapy (STAPP) has reported successful outcomes in the 
treatment of OCD. STAPP is described as a “vigorously active psychodynamic 
treatment involving the production of insight quickly by exposing the patient’s hidden 
conflicts underlying the symptoms” {Sifneos, 1985^, p. 132).
Sifneos (1985^) explains that advocates of short-term dynamic therapy have stressed 
the importance of selecting suitable clients who are likely to respond well to 
psychodynamic psychotherapy. Suitability criteria for STAPP, include acute onset, 
above average psychological sophistication and intelligence, and the motivation for 
change.
The diagnosis and presenting symptoms are of little significance in brief 
psychodynamic therapies. The emphasis instead is on the identification of the 
conflicts that underlie the patient’s emotional difficulties (Sifneos, 1985®).
Evidence
Although psychodynamic therapy in various forms is used with patients with OCD, 
well-controlled empirical evidence to support the efficacy of this approach is limited. 
Some practitioners of psychodynamic psychotherapy claim that it can be an effective 
treatment for OCD, even at a symptomatic level, although they acknowledge that it is 
a difficult task (e.g. Salzman, 1985).
Sifneos (1985® ,1985^) reports successful outcome with patients who had ‘mild’ 
obsessive-compulsive symptomatology. Outcomes were measured on, amongst 
other things, interpersonal relations, understanding, problem solving, self-esteem 
and new attitudes. However, changes in symptoms were not assessed. Moreover, 
from the description of the clients’ clinical presentation, it is unlikely that they would 
have met diagnostic criteria for OCD.
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Kay (1996) gives a clear documentation of the use of transference in psychodynamic 
therapy. She describes the treatment of a patient who had been unsuccessful in 
previous psychoanalytic and behavioural therapy. At the end of 4 years of treatment, 
the patient’s symptoms were more manageable, but did not cease. The impact of the 
symptoms on the patient’s life was lessened and so the treatment was considered a 
success. In his comments, Gabbard (1996) suggested that addressing the patient’s 
unconscious resistance to treatment and need to retain his symptoms was perhaps 
the most crucial outcome in this long-term psychoanalytic therapy, which enabled 
him to consider commencing medication that he had previously refused. Kay (1996) 
concluded that psychodynamic therapy has relevance in the treatment of OCD from 
the viewpoint of treating the suffering patient rather than extinguishing the symptoms.
Undoubtedly, the majority of the existing clinical and research evidence does not 
support the use of psychodynamic psychotherapy as a useful therapeutic technique, 
particularly from the point of view of symptomatic change (Esman, 2001). 
Furthermore, there is a clear lack of controlled research studies demonstrating the 
efficacy and effectiveness of a psychodynamic approach in the treatment of OCD. 
However, this need not be the case as attempts have been made to investigate the 
efficacy of short-term psychodynamic psychotherapy using more scientific methods.
Anderson & Lambert (1995) carried out a meta-analytic review using studies which 
compared the efficacy of a psychodynamic approach with either ‘no treatment’, 
‘minimal treatment’, or an alternative form of therapy. On average, the 
psychodynamic approach was found to be just as effective as other forms of therapy. 
This meta-analysis did not include studies of patients presenting with OCD, making it 
difficult to generalise the results of the effectiveness of the psychodynamic approach 
to the treatment of OCD. However, it does clearly demonstrate that the effectiveness 
of treatment based on a psychodynamic approach can be subjected to scientific 
scrutiny.
11
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RESEARCH ISSUES
The treatment of choice for OCD is considered to be CBT. With the present 
emphasis on evidence-based practice (EBP) within the National Health Service 
(NHS), guidelines for treatments of choice are based on ‘best available evidence’ 
(Parry, 2000). CBT may have been hailed as the treatment of choice for OCD partly 
in the absence of adequate comparisons with other treatment approaches (Steketee 
& Lam, 1993; Roth & Fonagy, 1996). Therefore, it is not that there is negative 
evidence for the efficacy of the psychodynamic approach, but rather that the 
evidence is simply not there. The evidence in the literature about successful 
treatment of OCD with a psychodynamic approach exists largely in the form of 
uncontrolled trials and single case descriptions, which cannot compete with the more 
controlled research evidence available demonstrating the efficacy of CBT. This 
raises the question of why there is such a dearth of ‘good’ research evidence for the 
efficacy of a psychodynamic approach for OCD.
The psychodynamic approach is disadvantaged in a number of ways compared to 
CBT when it comes to producing ‘good’ evidence. The problem of definition is one of 
the first hurdles. Jenike (2001) concluded that psychodynamic psychotherapy is not 
an effective treatment for OCD, as defined by DSM-IV. However, in DSM-IV, OCD is 
defined entirely in terms of its cognitive and behavioural symptoms, with no 
consideration of psychodynamic explanations in the diagnosis. So it seems that a 
behavioural model is inherent in DSM-IV (Roth & Fonagy, 1996) and diagnosis in this 
way favours cognitive- behavioural orientations. In contrast, the psychodynamic 
conceptualisation of OCD considers the symptoms to be manifestations of deeper, 
underlying conflicts, which become the target for psychodynamic intervention. 
Clearly, if the definition of OCD is confined to cognitive and behavioural symptoms, 
then the resolution of the problem and the efficacy of the intervention will be 
measured against changes in exactly those symptoms. Obviously, this puts CBT at 
an advantage, as it is a therapy that focuses on maladaptive thoughts and 
behaviours in a symptom-specific way.
Therefore, CBT is favoured in controlled trials where patients are selected to conform 
to diagnostically precise groups and efficacy is measured by symptomatic change. 
Fonagy (2000) argues that psychodynamic therapy is a qualitatively different type of 
therapy, which requires a qualitatively different metric to measure outcome. For
12
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OCD, it seems that outcome in a psychodynamic intervention would be crudely 
measured by symptomatic change, especially when it has not even been the focus of 
intervention.
Moreover, Parry (2000) recognises that guidelines in psychological therapies may 
unfairly favour therapies that have been most extensively researched and that are 
highly structured in their procedures. CBT is exactly this type of therapy. CBT, 
because of its structure and operationally definable concepts, is more amenable to 
scientific scrutiny (Roth & Fonagy, 1996) and has been researched extensively.
To summarise, problems with the definition of OCD unfairly advantage CBT over a 
psychodynamic approach in the production of good research evidence. The 
emphasis on choosing diagnostically precise groups in controlled trials undermines 
the psychodynamic approach, which conceptualises psychological difficulties in 
terms of underlying, unconscious conflicts regardless of the presenting symptoms. 
This suggests that if the diagnostic definition and subsequent outcome measures 
were expanded to include psychodynamic issues, then a psychodynamic approach 
may be able to demonstrate greater efficacy than it has so far, which will allow it to 
feature more in the development of treatment guidelines.
Because of its theoretical underpinnings and approach to therapy, psychodynamic 
psychotherapy encounters difficulties with providing research evidence that has a 
high standard of internal validity and reliability. However, this should not be used as 
an excuse to abandon efforts to produce such evidence. As Salkovskis & Shafran
(2000) point out, OCD sufferers who present to services for the best help available 
can reasonably expect to be offered evidence-based interventions for their 
difficulties. Esman (2001) advocates the greater application of scientific rigour and 
sophistication to research on psychodynamic approaches to OCD treatment.
EBP involves making use of treatment guidelines based on best available evidence. 
RCTs, although considered to be the ‘gold standard’ of evidential enquiry, have also 
been described as ‘an imperfect tool’ (Roth & Parry, 1997). As the use of CBT for 
OCD has been recommended on the basis of evidence from RCTs, an examination 
of their limitations might provide a window of opportunity for the contribution of a 
psychodynamic approach.
13
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The limitations of RCTs revolve around their generalisability to routine clinical 
practice. Researchers endeavour to maximise internal validity in their research 
design in order to be able to make statements about causation. Clinicians argue that 
this reduces the external validity of the evidence, as greater control applied to the 
research context results in further detraction from realistic clinical settings. Important 
differences between the research and clinical contexts have been well-documented 
(Roth & Fonagy, 1996; Roth & Parry, 1997). While patients in research trials are 
usually diagnostically homogenous, in clinical settings comorbidity of symptoms is 
common. Furthermore, the therapists in the research context will be delivering the 
intervention with a degree of precision to ensure standardisation. This does not 
accurately reflect variations in therapist competence in clinical settings. Lastly, in 
clinical settings clients are not randomly allocated to interventions. Rather there is a 
negotiation, based on client preferences, availability of therapists and treatments, 
and the assessor’s judgement of treatment choice.
Clearly, many sources of variance enter into a clinical context that are non-specific to 
therapeutic technique but crucial to outcome (Roth, 1999). These will be considered 
in more detail to explore their impact on the choice of appropriate treatment 
approach.
CLINICAL ISSUES
Roth & Parry (1997) maintain that it may be unhelpful to privilege ‘brand name’ 
therapies over pantheoretical factors, which are factors common to all therapies. 
These factors can be divided into the therapist variables, client variables and issues 
relating to he therapeutic alliance.
Client Variables
One of the first considerations in therapy choice is clients’ suitability for treatment. 
While in research trials, clients are randomly allocated to intervention groups, in 
clinical practice their suitability for a particular treatment is usually considered. CBT 
emphasises the need for a collaborative relationship, acceptance of the C-B model, 
and willingness to actively engage in therapy. Furthermore, if non-compliance cannot 
be addressed using cognitive techniques, then CBT will not be effective and should 
not be attempted (Salkovskis & Kirk, 1989). In this situation, it may be possible a
14
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psychodynamic approach may be more appropriate. Furthermore, suitability for 
psychodynamic therapy predicts outcome more than diagnostic category (Piper, 
Joyce, Azim & Rosie, 1994). This suggests that psychodynamic psychotherapy may 
result in a good outcome for a person with OCD who is considered to be suitable for 
this type of therapy.
If the OCD is secondary to another psychiatric disorder, Salkovskis & Kirk (1989) 
suggest that treatment of the primary disorder is indicated. As noted earlier, OCD is 
often comorbid with symptoms of depression and other anxiety disorders. However 
this group of patients presenting with heterogeneous symptoms are excluded from 
controlled research trials. Roth & Fonagy (1996) suggest that psychodynamic 
therapy is particularly suited to cases where there is a high degree of symptom 
comorbidity. As such, a client who presents with symptoms of OCD with a high 
degree of comorbidity with other disorders may well benefit more from a 
psychodynamic approach, which does not isolate symptoms but addresses as a 
whole the underlying conflicts that lead to their manifestation.
A small percentage of people with OCD also have pre-existing OCPD or 
characterological issues, which can serve as a powerful resistance to CBT. Gabbard
(2001) suggests that the personality features of individuals with OCD might respond 
well to psychodynamic psychotherapy, a contention that is supported by the 
successful outcomes reported in the psychodynamic treatment of clients with 
STAPP. In this way, psychodynamic psychotherapy can act as a precursor therapy 
that will prepare clients for CBT. The same can be said for clients who are not willing 
to ‘face their fears’ in the active exposure programme associated with the CBT 
approach. Instead, a more passive psychodynamic approach that does not involve 
the challenging of their maladaptive thoughts or expose them to the very things that 
trigger their anxiety may be more appropriate.
Therapist Variables
The characteristics of CBT include clear specification, pre-determined and focused 
goals, and above all, structured intervention. In clinical practice, this will vary 
according to how strictly the therapist follows the prescribed method and perhaps 
their level of expertise (Roth & Parry, 1997). Fonagy (1999) asserts that if CBT was 
practised in the unstructured and unfocused way that psychodynamic psychotherapy
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sometimes is, it would not be as effective. Moreover, Fonagy claims that the 
structured nature of CBT may explain its success in clinical practice, rather than the 
truth of its theoretical basis.
Psychodynamic psychotherapists have embraced more structure and standardisation 
in their therapy with the introduction of treatment manuals. This has yielded mixed 
results. Anderson & Lambert (1995) concluded that studies that employed treatment 
manuals or trained therapists produced larger effect sizes. Conversely, Roth & 
Fonagy (1996) report studies that found that the use of treatment manuals increased 
technical competence at the cost of the therapeutic alliance, which led to poorer 
outcomes.
In summary, even if the client presenting with OCD symptoms is considered to be 
suitable for CBT, aspects of the therapist may impact on outcome. If the CBT 
therapist is not technically competent this may prove detrimental to therapy outcome, 
bringing about little change in the symptoms of OCD. Conversely, if part of the 
success of CBT lies in its structured administration, the introduction of greater 
structure and standardisation in the psychodynamic approach may or may not lead to 
the production of better outcomes in OCD treatment. An important mediating factor 
seems to be the quality of the therapeutic alliance.
Therapeutic Alliance
The therapeutic alliance refers to the relationship formed between the client and 
therapist that facilitates therapeutic change. Traditionally, the role of the alliance has 
been associated most strongly with the psychodynamic approach but is now thought 
to effect outcome pantheoretically (Roth & Parry, 1997). Barber, Connolly, Crits- 
Cristoph, Gladis & Siqueland (2000) investigated the relationship between alliance, 
outcome and early symptomatic improvement. Their group of patients did not 
include OCD patients, but did include OCPD patients and patients with generalised 
anxiety disorder. They found that alliance remained a significant predictor of 
therapeutic change, even when prior symptomatic change had been accounted for. 
More importantly, they also found that although alliance plays a curative role in 
psychodynamic psychotherapy, the link between alliance and outcome might not be 
so strong in other forms of psychological therapy.
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Obviously, the engagement of the client in therapy will depend to some extent on the 
quality of the therapeutic alliance. A poor alliance can clearly be detrimental to the 
outcome of psychological therapy, especially so in psychodynamic psychotherapy. 
However, although symptomatic change is not likely in psychodynamic therapy of 
OCD, a strong alliance with the therapist may have a positive, therapeutic effect. So 
if the client and therapist variables interact in a way so that a strong alliance is 
formed with the psychodynamic therapist, but not with the CBT therapist, then the 
psychodynamic approach may be hailed as more appropriate in the treatment of 
OCD.
In summary, there is evidence that non-specific factors can greatly influence the 
outcome of therapy. Even promoters of EBP advise caution in using treatment 
guidelines in a prescriptive manner as non-specific factors, which are controlled in 
RCTs because they act as confounds, may influence outcome in clinical settings 
(Parry, 2000). According to Roth (1999), this implies that therapists need to monitor 
their own effectiveness. The efficacy of a treatment in an RCT does not guarantee its 
effectiveness in the field, which in turn does not guarantee effectiveness in the case 
of individual patients. Watson & Winter (2000) have demonstrated this point in their 
case study of two clients with trichotillomania, compulsive hair-pulling, which is 
considered as an obsessive-compulsive spectrum disorder. Contrary to what would 
be expected from the research evidence, the client who participated in 
psychodynamic psychotherapy improved in terms of symptom reduction and general 
functioning, but the client who participated in CBT dropped out of therapy. Various 
factors relating to client, therapist and alliance accounted for this unpredicted 
outcome.
CONVERGING APPROACHES
There is a growing recognition that the C-B and psychodynamic conceptualisations 
of OCD may not be as contradictory as previously thought (Brewin & Andrews, 2000) 
and consequently psychodynamic literature on OCD may be able to inform the C-B 
approach (Niebour, 1999). Psychodynamic treatments are increasingly incorporating 
some of the key strengths of the C-B approach, and advances in CBT seem to be 
paying more attention to psychodynamic issues (Harvard Mental Health Letter, 1994; 
Fonagy 2000). Important similarities have been highlighted between the CBT and 
psychodynamic therapy process (Jones & Rules, 1993) and changes in maladaptive
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defence mechanisms have been found to occur through treatment with CBT 
(Albucher, Abelson, & Nesse, 1998). CBT and psychodynamic therapy can clearly 
inform each other, however some authors remain resistant to the idea (e.g. Shafran 
& Salkovskis, 1999). This may be unhelpful, as the psychodynamic approach to the 
treatment of OCD has been implicated specifically for complex patients with a high 
degree of symptom comorbidity along with those who may not respond to CBT. 
Dismissal of the role that psychodynamic therapy can play in preparing the 
groundwork for CBT intervention at symptom level may lead to the inappropriate 
management of patients.
DISCUSSION AND CONCLUSIONS
The evidence for the efficacy and effectiveness of CBT for OCD has been quite 
clearly demonstrated. In contrast, the evidence for the efficacy of the psychodynamic 
approach remains sparse and it is now widely recognised that psychodynamic 
therapy shows little effectiveness in the reduction of OCD symptoms. However, this 
essay has outlined the limitations of treatment guidelines based on empirical 
evidence and the importance of factors that are non-specific to therapeutic 
orientation. So, with respect to the treatment of OCD, the appropriateness of either a 
C-B or psychodynamic approach appears to be contingent on a number of different 
factors.
In the era of EBP, clinicians will be guided by treatment guidelines based on 
empirical evidence, which suggest that OCD should be treated by symptom-specific 
methods (Roth & Fonagy, 1996). Of equal importance, however, is clinical judgement 
in the individual case, incorporating considerations of available resources, client 
preferences, alliance issues and therapist issues, which may lead to a 
psychodynamic approach being more appropriate. Also, it may be helpful in this 
wider view, for therapists working within C-B and psychodynamic approaches, to 
inform their clinical practice by being aware of the conceptualisation and treatment of 
OCD from the alternative approach.
To conclude, although guidelines point to a CBT approach for the treatment of OCD, 
this does not mean that a psychodynamic approach would not be more appropriate in 
some scenarios. This essay has outlined some of the limitations of the evidence- 
base of treatment guidelines and highlighted the strengths of a psychodynamic
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approach in working with patients who have a high degree of symptom comorbidity 
and/or treatment-resistance. Taking these points along with the discussion on the 
influence of pantheoretica! factors on outcome, clearly a scenario where a 
psychodynamic approach may be more appropriate than a C-B approach in the 
treatment of OCD is a possibility.
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SHOULD PEOPLE WITH AUTISM AND A LEARNING DISABILITY GO ON A 
HOLIDAY? WHAT ROLE MIGHT A CLINICAL PSYCHOLOGIST HAVE IN THE 
DECISION-MAKING PROCESS? DISCUSS WITH REFERENCE TO ASPECTS 
SUCH AS CONSENT. THE SPECIFIC IMPAIRMENTS OF PEOPLE WITH AUTISM,
EQUAL OPPORTUNITIES ETC.
INTRODUCTION
For most people, going on a holiday is an eagerly anticipated event (Meldrum, 1996). 
It provides an enjoyable, relaxing, and welcome break from routine, a change of 
surroundings and the opportunity to explore unfamiliar, different places. For a person 
with autism, however, this could well be a description of their worst nightmare. This 
essay aims to critically discuss the issues that pertain to decisions about whether 
people, mainly adults, with autism and a learning disability (LD) should go on a 
holiday. Furthermore, the various roles a clinical psychologist might have in the 
decision-making process will be explored.
This essay will begin with a brief descriptive account of autism and learning 
disabilities (LD). Following this, salient issues surrounding people with autism and LD 
going on a holiday will be discussed. This will include, amongst other things, a 
discussion of how the specific impairments in autism might make going on a holiday 
difficult for the person with autism, and the issues surrounding informed consent. 
Current philosophies of normalisation that underlie service provision for people with 
LD will also be considered. The role of the clinical psychologist will be highlighted 
throughout the essay, which will include a discussion of different assessment, 
intervention, and educative approaches with the person with autism as well as carers, 
professionals, and others. Finally, the information presented in the essay will be 
summarised in order to reach an overall conclusion.
Autism and Learning Disabilities: Diagnostic Criteria & Phenomenology
Definition of Autism
The concept of autism as a developmental disorder has evolved over the last 50 
years since it was first described by Kanner (1943: cited in Wing, 1990). The classic 
symptoms of autism described by Kanner have been developed and incorporated into 
the present conceptualisation of the continuum of related disorders known as the 
‘autistic spectrum’ (Morgan, Roy, Nasr, Chance & Hand, et al., 2002). Common to all
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disorders that fall within the spectrum are the ‘triad’ of core impairments in social 
interaction, communication, and imagination and social understanding (Wing, 1996).
Also included in the spectrum is the syndrome first described by Asperger (1944: 
cited in Wing, 1996). People with Asperger’s syndrome are sometimes referred to as 
having ‘high-functioning autism’ because they generally have average or above 
average abilities, despite still being affected by the social communication and 
ineptness problems experienced by people with autistic spectrum disorders 
(McKernan & Mortlock,1995).
Diagnosis
Diagnosis of autism in both DSM-IV (APA, 1994) and ICD-10 (WHO, 1992) is based 
on the fundamental impairments that capture Wing’s triad of impairments: qualitative 
impairment in reciprocal social interaction, qualitative impairment in verbal and non­
verbal communication and in imaginative activity, and a markedly restricted repertoire 
of activities and interests (Happe, 1994). Onset in early childhood or infancy is 
required for diagnosis (Howlin, 1998).
Association with LD
Autism can occur at all levels of ability, although it often occurs together with a LD 
(Wing, 1996). A LD is defined by significant impairments in intelligence, usually 
measured by an IQ less than 70, and impairments in social and/or adaptive 
functioning, with an onset before adulthood and with a lasting effect of development 
(DoH, 2001). This definition covers adults with autism who also have learning 
disabilities, but not those with Asperger’s syndrome. Hence, in this essay, the term 
‘autism’ will be used to refer to those with autism and a learning disability.
Howlin (1998) suggests that the pattern of development in children with autism is 
contingent upon their level of cognitive impairment. Specifically, those with severe or 
profound impairments are unlikely to develop useful speech and are more likely to 
develop difficult behaviours such as self-injury.
Prevalence
Autism affects around 120,000 people in Britain (McKernan & Mortlock, 1995), and it 
affects roughly four times as many males as it does females (Aarons & Gittens, 
1999). Prevalence rates vary widely and often depend on the diagnostic criteria used.
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with higher rates being reported when the whole ‘autistic spectrum’ is considered 
(Howlin, 1998). Fombonne (1999) carried out a meta-analysis of epidemiological 
studies of autism in the last 10 years and found a median prevalence rate of 7.2 in 
10,000 in the general population.
Around 75% of people with autism have learning disabilities (Aylott, 2000; Howlin,
1998). If the whole spectrum of autistic disorders is considered, around 33% have 
learning disabilities (Wing, 1996). The prevalence rate of autistic spectrum disorders 
in adults with learning disabilities has been estimated at 30%, with a higher 
prevalence in more intensive care settings (Morgan, Roy, Nasr, Chance & Hand, et 
al., 2002).
Autism in Adulthood
Autism is a life-long disorder, but there is a relative dearth of literature on adults with 
autism compared to children with autism (Morgan, 1996; Howlin, 1997). Moreover, 
literature that relates to the needs of adults with autism and how best to respond to 
them, appears to be lacking (Meldrum, 1996).
Holidays and Autism
The subject of holidays has received very little attention in the literature on adults with 
autism (Meldrum, 1996). This is not surprising if one considers the difficulties that the 
prospect of a holiday might present to someone with autism given their specific 
impairments. However, the principles of normalisation (Nirje, 1969:cited in 
Wolfensberger, 2000) and its extension Social Role Valorization (Wolfensberger, 
1983) that currently underpin most LD services would suggest that the opportunity to 
go on a holiday should be available to a person with autism, just as it is for any other 
person in the community (Aylott, 2000). Clearly, these seemingly conflicting issues 
need further discussion.
THE SPECIFIC IMPAIRMENTS IN AUTISM
According to Elliot (1990), the problems of adults with autism have their roots in the 
basic impairments of the syndrome. It is important to consider these impairments first 
and in some detail as they profoundly affect every aspect of a person’s functioning 
(Howlin, 1997).
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impairment of Social Interaction
The impairment of social interaction affects ability to relate to other people in different 
ways. Wing (1996) identifies three typical ways in which this impairment is evident in 
people with autism. They may appear to be aloof, showing indifference to others to 
the extent of almost treating them like objects; They may be passive in their 
acceptance of social contact, but do not make any spontaneous approaches towards 
others. Alternatively, they may appear active, but odd, making spontaneous social 
approaches to other people, but doing so in a one-sided and repetitive way, and with 
little understanding of the subtle rules of social behaviour (Aarons & Gittens, 1999).
While this impairment may not affect the actual decision-making process of whether 
someone with autism should go on a holiday, it is likely to impact on decisions around 
the type of holiday that might be appropriate. So for example, a holiday in a crowded 
resort might be inappropriate for people with autism who appear aloof because they 
have difficulty in relating to other people.
Impairment in Social Communication
The impairment in social communication means that people with autism often have 
difficulty with receptive and expressive verbal and non-verbal communication 
(McKernan & Mortlock, 1995). They may demonstrate an absence of need to 
communicate with others, echolalic and repetitive speech, make factual comments 
irrelevant to the situation, use communication only to express needs, or talk about 
one thing continuously, regardless of the responses of others (Aarons & Gittens,
1999).
In addition, their ability to communicate socially might be linked to their level of LD, 
and those with moderate to severe LD are likely to be non-verbal (Howlin, 1998). 
Mesibov & Schaffer (1986) suggest that the communication needs of non-verbal 
people with autism centre around learning how to use alternative forms of 
communication, whereas the needs of those who can communicate verbally are 
around using language in a more meaningful way. Facilitating means of 
communicating in people with autism becomes imperative when considering issues of 
consent to go on a holiday, discussed later in the essay.
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Imagination, Social Understanding, and inflexibility of thought
The third of the triad of impairments in autism is most likely to make a holiday difficult 
for someone with autism. The impairment of imagination and social understanding is 
sometimes described as ‘inflexibility in thinking and behaviour’ (Jordan & Powell, 
1996; Morgan, 1996a). McKernan & Mortlock (1995) add that this impairment is 
perhaps the hardest to understand. They explain that it is referred to as an 
impairment in imagination because it manifests as a lack of imaginative, pretend play 
in children. However, in adults, the problem is shown by inflexibility of attitude, 
inability to imagine consequences of action, and intense preference for sameness 
and related resistance to and inability to cope with change or new and unfamiliar 
things. In fact, Kanner’s early descriptions noted intense preference for sameness as 
a defining feature of autism (Howlin & Rutter, 1987; Jordan & Powell, 1996).
Novel, unfamiliar and different experiences, such as holidays, that are likely to disrupt 
daily familiar life and environment can be highly stressful and anxiety-provoking for 
the person with autism (Howlin, 1997). As such, he or she may be highly resistant to 
go on a holiday. Conversely, Jordan & Powell (1996) suggest that complete changes 
in the environment that come with a holiday might be welcomed by a person with 
autism and it is only changes in routines and environment that have significant 
meaning for the person with autism that might lead to distress.
It is important to understand what makes change so anxiety provoking for someone 
with autism to guide effective strategies for helping with the resistance (Jordan & 
Powell, 1996). A fundamental impairment of psychological functioning is postulated to 
underlie the triad of impairments that characterise autism (Wing, 1996).
Underlying Psychological Deficits
Frith (1989) proposed that there is a fault in predisposition of the mind of a person 
with autism to make sense of the world. She suggested that people with autism lack a 
drive for ‘central coherence’ in that they are impaired in their ability to draw together 
information in order to derive coherent and meaningful ideas. Wing (1996) suggests 
that this central deficit in integrating and extrapolating from past memories and 
present events makes it hard to predict what is likely to happen in the future and to
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make plans. This is particularly salient in the context of going on a holiday as the 
person with autism is unlikely to be able to draw on their previous experiences to 
inform solutions for coping in this novel situation.
Extensions of Frith’s work by Baron-Cohen (e.g Baron-Cohen, 1989: cited in Happe & 
Frith, 1995) have suggested that the fundamental impairment in autism is the lack of 
a Theory of Mind’ (ToM). Baron-Cohen proposes that people with autism are unable 
to attribute independent mental states to themselves and to others in order to explain 
and predict behaviour. Happe (1994) suggests that because people with autism are 
unable to think about thoughts, they are like strangers in a foreign land. Furthermore, 
without such a ToM, the social world becomes a 'terrifying, unpredictable place’ 
(Happe, 1994, p.49).
In autism, the deficits in ToM and ‘central coherence’ that give rise to the impairments 
can make the world a difficult, dangerous and unpredictable place (Happe, 1994) and 
everyday life threatening and disturbing (Howlin, 1997). As a result, adults with 
autism essentially try to impose regularity on this irregular world by insisting on things 
remaining the same and engaging in familiar, comforting internalised routines 
(Morgan, 1996b).
It is understandable that people with autism prefer sameness and show an intense 
dislike for change if their experience of the social world is frightening and 
unpredictable. The extreme distress and anxiety that is sometimes displayed at times 
of change or when routines are disrupted is also not surprising. Harris (1995) has 
suggested that much of the challenging behaviour in adults with autism is a 
consequence of such anxiety. The extent and management of such challenging 
behaviour might be an important factor in the decision-making process for whether a 
person with autism should go on holiday.
Challenging Behaviour
Research has shown that people with a LD are more likely to suffer from elevated 
levels of anxiety, which produces physiological reactions that can lead to maladaptive 
behaviours (Ranzon, 2001). Moreover, aggressive and disruptive behaviours are 
more frequent in people with autism who have severe disabilities (Elliot, 1990). Thus, 
the intellectual and social communication impairments of a person with autism might
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compound possible heightened anxiety levels during a holiday, which may lead to 
behaviours that would be difficult to manage. Although it has been observed that 
there is a reduction in such behaviours in adulthood (Mesibov & Schaffer, 1986), the 
management of these problems may be more difficult for carers because of the 
greater size of adults compared with children (Elliott, 1990). If concerns about 
managing challenging behaviours might influence the decision-making process for 
going on holiday, this opens a window of opportunity for the role of a clinical 
psychologist.
Role of the clinical psychologist
For a person with autism, impairments in communication limit the ability to 
understand what is happening and why (Howlin, 1997) and inability to cope with 
change might make the idea of going on holiday extremely anxiety-provoking for 
someone with autism and as such they may not want to go. The decision to take a 
person with autism on a holiday may be contingent upon the support staff being able 
to manage his or her anxieties and challenging behaviours. Here, the clinical 
psychologist can become involved by using educational approaches with carers, 
holiday hosts and others who may be accompanying the client with autism on the 
proposed holiday and intervention with the client with autism.
Educative role
Modifying the environment and the behaviours and expectations of others can have a 
beneficial effect on reducing anxiety for a person with autism and thus reduce the 
likelihood of maladaptive or challenging behaviours (Howlin, 1997; Wing, 1996). In 
order for care staff to plan and prepare for a holiday effectively for someone with 
autism, they need to know about the specific impairments and how they may affect 
the experience of a holiday. From personal experience, clinical psychologists can 
play an educative role and work creatively with carers and support staff through 
consultation days or workshops designed to advise about working with the triad of 
impairments and strategies to help. This can include information on how staff should 
communicate and interact with people with autism in order to make them feel more 
comfortable, and ways to modify the environment to reduce stress and anxiety.
Howlin (1997) suggests that it is actually unpredictable change that a person with 
autism may have trouble dealing with. A clinical psychologist could become involved
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with working in collaboration with the staff team to ensure that the client with autism is 
adequately prepared for the holiday. Possible strategies might include providing 
pictures of the holiday destination and putting together a structured daily plan of what 
will happen on holiday (Clements & Zarkowska, 2000).
Assessment and Intervention with client with autism
Clinical psychologists may also have a more direct role in preparing the person with 
autism for a holiday. As Wing (1996) suggests, a behavioural and environmental 
approach to dealing with disruptive behaviours is most effective. A clinical 
psychologist can become involved in a preventative way by conducting a functional 
assessment of behaviour. Harris (1995) suggests that disruptive behaviour can often 
serve the function of escape from anxiety-provoking situations. Providing a thorough 
assessment and description of the antecedents, disruptive behaviour, and 
consequences might help support staff and carers to quickly identify anxiety- 
provoking situations and implement strategies to modify the demands of the situation, 
which can bring much improvement (Howlin, 1997).
However, it is not always possible to prevent anxiety-provoking situations, and a 
clinical psychologist may become involved in helping the person with autism cope 
with their anxiety in a reactive way. Relaxation techniques that have been effective in 
reducing anxiety and fear in the general population can be readily applied to meet the 
needs of someone with autism (Howlin, 1997). Furthermore, Mullins & Christian 
(2001) have provided some evidence that teaching ‘progressive muscular relaxation’ 
can have a beneficial effect in reducing disruptive behaviour in autism. Therefore, a 
psychologist might be able to teach relaxation strategies to person with autism so that 
they can deal with any anxieties that come up in anticipating or during a holiday. A 
secondary effect of this is that it would reduce the likelihood that the anxiety would 
increase and manifest as disruptive behaviour.
Another strategy that a clinical psychologist can use to facilitate appropriate social 
behaviours in difficult situations is ‘Social Stories’ (Gray, 1994: cited in Smith, 2001). 
Although social stories have generally been used with children, personal experience 
has shown that age-appropriate social stories can be an effective way of managing a 
range of behaviours in adults too. Social stories use a short story to inform and 
advise about a social situation. They are usually made up of descriptive sentences 
that describe the situation and why it occurs, perspective sentences that explain the
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responses of others in the situation, and directive sentences that detail appropriate 
responses to the situation and explain in positive terms what the person with autism 
should try to do (Smith, 2001 ).
As well as inflexibility and resistance to change, the other impairments in social 
communication and interaction and the lack of a central coherence may affect 
understanding of what the holiday actually involves. As Howlin (1997) suggests, even 
if the individual with autism seems to understand the explanations given, or appears 
to consent to plans for his or her future, a real understanding of what is about to 
happen may be woefully lacking. This becomes important as we consider issues of 
consent.
CONSENT
The literature on consent in people with LD tends to focus more consent to medical 
treatment and sexual contact, perhaps because these areas have the potential for the 
greatest risk and intrusiveness. However, the issue of consent applies to any decision 
that is made about the care of a person with a LD and so includes consent to going 
on a holiday.
To give consent a person has to possess sufficient information that is relevant to the 
decision being made, have the ‘capacity’ or ability to make the decision and 
understand its consequences, and make the decision voluntarily without coercion or 
pressure from anyone else (Murphy & Clare, 1997). From Wong, Clare, Holland, 
Watson & Gunn (2000), English law presumes that adults over the age of 18 have 
capacity to consent, unless otherwise demonstrated. Questions surrounding capacity 
to consent often arise for people with LD and health professionals are often called 
upon to assess capacity (Arscott, Dagnan, & Stenfert Kroese, 1999).
The functional approach to assessing capacity has received the most support (Wong, 
Clare, Gunn & Holland, 1999). This involves establishing whether a person’s 
understanding, skills, knowledge and abilities can meet the demands of the specific 
decision in question. People with LD have a number of disadvantages that may 
impair their capacity to consent, such as deficits in verbal and memory abilities, a 
tendency to acquiesce and be persuaded, and difficulties processing complex 
sequences of information (Murphy & Clare, 1997). The specific difficulties that people
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with autism have in social communication and inability to predict, plan, and anticipate 
the future may compound and further disadvantage their capacity to consent.
Capacity is determined in part by the ability to rationally manipulate the information 
presented and being able to communicate a choice (Arscott, Dagnan, & Stenfert 
Kroese, 1999). As mentioned above, impairments in communication, especially if 
associated with more severe LD, might impair the ability of a person with autism to 
communicate a choice. In addition, Howlin (1997) suggests that in order for a person 
with autism to make a choice, they have to be able to experience the options 
available. However, if the ability to manipulate the information rationally and make a 
decision is affected by fear of change, obsessionality, social impairments and 
communication difficulties, Howlin suggests that these need to be addressed directly.
Furthermore, although consent should be give without coercion, Howlin (1997) 
suggests that some pressure may be required in order to persuade the individual with 
autism to depart from their normal routine long enough to experience other 
possibilities. In this way, exposure to activities like a holiday, that seem to offer some 
potential for enjoyment can be gradually increased.
Role of the clinical psychologist
A clinical psychologist has a number of potential roles with respect to the issue of a 
person with autism consenting to go on a holiday. Again, these roles can be in 
assessment, intervention and education.
Assessment
Assessment of a person’s cognitive and social skills can form part of the assessment 
of capacity that health professionals are often asked to make (Murphy & Clare, 1997). 
A clinical psychologist can be involved in carrying out an assessment of cognitive 
abilities, strengths and weaknesses, and the overall functional assessment. However, 
the point of the assessment would be to recommend ways in which the individual with 
autism could be supported to make the choice for themselves, even though this may 
involve a great deal of work for professionals involved (Murphy & Clare, 1997).
Psychologists who work in multi-disciplinary teams might also recruit a speech and 
language therapy (SALT) professional to carry out a further assessment of
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communication abilities, if the cognitive profile indicates this as an area of weakness. 
The SALT might also be enlisted in determining ways of communicating the 
information about going on a holiday in a more accessible way for the person with 
autism.
Intervention
Clinical psychologists may also be able to assist in addressing the obsessionality, 
fear and anxiety issues that might impair capacity. Individual sessions with a clinical 
psychologist that focus on desensitisation and other cognitive-behavioural techniques 
can often be useful in the reduction of fears and anxieties (Howlin, 1997).
Educative
The results of psychological assessments and intervention might be useful in guiding 
support staff about the best way to support the person with autism in a person- 
centred way to make decisions regarding their care, including whether to go on a 
holiday. Crucially, the psychological and functional assessment may also reveal 
information regarding risk issues, which will be an important factor to consider when 
making decisions about the particulars of a holiday for a person with autism.
Impaired Capacity
In the absence of capacity, consent can be given on the behalf of the person with 
autism by making a judgement about what is in their ‘best interests’ (Murphy & Clare, 
1997). Wong, Clare, Gunn & Holland (1999) suggest that when giving consent on the 
behalf of someone, people should be aware of and minimise the impact of their own 
belief and value systems.
However, it seems unlikely that a member of care staff would not encourage and give 
consent around going on holiday for a person with autism. Szivos (1991) suggests 
that allowing individual choice in, for example, declining a holiday when that choice 
conflicts with what is socially normative, i.e. taking an annual holiday, can bring about 
ideological conflicts for care staff. This may be because the principle of normalisation 
has been interpreted to mean that people with LD must participate in leisure activities 
that are statistically normative rather than those that have been freely chosen by the 
individual (Beart, Hawkins, Stenfert Kroese, Smithson, & Tolosa, 2001). Hence, the 
issue of normalisation deserves to be explored further.
34
People with Learning Disabiiities Essay
NORMALISATION AND EQUAL OPPORTUNITIES
The philosophy of normalisation, and its extension Social Role Valorisation (SRV), 
predominantly underlies service provision in people with LD (Aylott, 2000). 
Historically, the principle of normalisation has been influential in the process of de­
institutionalisation and promoting community-based services for people with LD 
(Mesibov, 1990). The aim of normalisation is to provide the same range of 
opportunities for people with special needs as for any other person in the community 
(Elliot, 1990). Essentially, Wolfensberger’s (e.g. 1983; 2000) extended analysis of 
normalisation and subsequent development of SRV appears to suggest that a society 
should organise itself in terms of the social roles it values (Morgan, 1996b). The 
highest goal of normalisation should then be to create, support, and defend the 
valued social roles that a person with a LD already holds while simultaneously 
averting entry in additional devalued roles (Wolfensberger, 2000).
A holiday can be considered as a form of leisure. Participation in leisure and 
recreation activities has become an important aspect of life in society or in other 
words has become socially valued (Meldrum, 1996). Many authors have written about 
the potentially beneficial effects of engagement in leisure activities on enhancing 
physical health, and promoting self-esteem, confidence and positive self-concepts in 
people with LD (Beart, Hawkins, Stenfert Kroese, Smithson, & Tolosa, 2001; 
Meldrum, 1996; Reynolds, 2000). Hence, as participation in leisure is considered of 
social value, the principles of normalisation would suggest that the opportunity should 
be provided for people with autism to engage in age-appropriate leisure activities, 
such as holidays, in suitable settings (Meldrum, 1996).
However, critics of SRV argue that it works better in theory than in practice, takes the 
focus away from the individual and places it on administrative systems, is often 
practiced in an ideological way and discourages diversity (Mesibov, 1990; Szivos, 
1990; 1991). As such, practitioners will often assume that ‘normal’ experiences, such 
as holidays, are always better, with little concern about the deficits of people that 
might limit their ability to engage in the activity. (Morgan, 1996b). A prime example of 
these criticisms of SRV is the chapter written by Meldrum (1996) against the 
backdrop of SRV. Meldrum suggests that holidays can benefit people with autism as 
anyone else as they ‘break the routine of life and offer a change of location, food.
35
People with Learning Disabilities Essay
scenery, people, activities’ (p.141). Although he mentions relevant environmental 
modifications and considerations when planning such a holiday, the difficulties 
relating to the condition of autism that might make a holiday difficult are not 
mentioned.
There are also practical limitations that may affect whether a person with autism can 
go on a holiday. Although in line with the principles of normalisation, the opportunity 
should be afforded to a person with autism to go on a holiday, they may require a 
great deal of staff support, a specialist holiday placement and other resources in 
order to have the opportunity to enjoy a holiday. Unfortunately, lack of financial and 
staff resources have frequently been identified as major barriers to participation in 
leisure activities for people with LD (Reynolds, 2002).
OTHER ISSUES
This essay has attempted to address the main issues surrounding holidays for people 
with autism. In order to give a reasonable discussion of these main issues, this essay 
has neglected to mention other matters relating to autism, which might have some 
impact on the decision-making process around a holiday. These will now briefly be 
addressed.
Characteristics of the person with autism unrelated to their specific or intellectual 
impairments should also taken into consideration when planning a holiday. Hence, 
decisions about whether or not to go on a holiday and the type of holiday chosen will 
also be influenced by the personality and personal preferences of the person with 
autism. The presence of co-morbid physiological difficulties, such as epilepsy, which 
around a third of people with autism develop (McKernan & Mortlock, 1995) might also 
need to be considered.
As well as the well-being of the person with autism, there exists a literature on the 
beneficial effect of short breaks or respite care on the families and primary carers of 
people with autism (Howlin, 1989). Respite care seems to be a much-valued service 
for parents and carers of people with autism, and demand can often exceed supply 
(McConkey & Adams, 2000). Therefore, the decision for a person with autism to go 
on a holiday might be affected by the respite needs of carers and family.
36
People with Learning Disabiiities Essay
Preliminary research with children with autism following an educational programme 
has indicated that having a break in the programme can be detrimental to learning 
(Handleman & Harris, 1984). A similar situation might arise in adults with autism if 
they have a ‘break’ from such educational approaches if they were going on a 
holiday. While this is no reason for an adult with autism not to go on holiday, it might 
highlight an important role for the clinical psychologist in preparing carers for this 
possibility in advance of the holiday and even working collaboratively with them to 
devise strategies to minimise the negative effect on learning.
CONCLUSIONS
This essay has explored some of the issues relevant to the issue of holidays for 
people with autism. It seems that the specific impairments of autism and difficulties 
with gaining informed consent can make planning, anticipating and going on a holiday 
a potentially difficult and anxiety-provoking scenario for people with autism and their 
carers. Nevertheless, it is important that people with autism have the opportunity to 
go on holiday in line with the principles of normalisation. It also seems important, 
however, to understand the limitations of normalisation, especially in relation to the 
risk of ignoring the specific difficulties associated with autism.
The assessment, intervention and educative role of the clinical psychologist in the 
decision-making process has been highlighted throughout the essay. Essentially, the 
role appears to be one of minimising risk, maximising opportunity, and supporting 
carers and the client to manage anxieties and difficult behaviours that could 
potentially affect whether the person with autism can go on a holiday or not.
Ultimately, the choice of whether an adult with autism should go on holiday should be 
a personal one, which the person with autism should be supported by professionals, 
including a clinical psychologist, to make. If the person with autism does not have the 
capacity to give informed consent, it seems that it would be useful for those 
responsible for making the decision to try and strike a balance between working 
within the confines of normalisation and considering the specific needs and interests 
of the client with autism.
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HOW WOULD A HISTORY OF EPILEPSY OR HEAD INJURY IN A CHILD 
INFLUENCE THE ASSESSMENT AND INTERVENTION A CLINICAL 
PSYCHOLOGIST IN A CAMHS SERVICE MIGHT MAKE?
INTRODUCTION
Clinical psychologists (CP) working in Child and Adolescent Mental Health Services 
(CAMHS) primarily receive referrals requesting assessment and intervention for 
problems affecting mental health. Consequently, children with Head Injury (HI) or 
epilepsy may be seen rarely in CAMHS (Middleton, 2001; Besag, 2002). 
Nevertheless, wide-ranging impairments in behavioural, emotional and cognitive 
functioning have been associated with childhood HI (Ewing-Cobbs, Levin & Fletcher, 
1998; Kieslich, Marquardt, Galow, Lorenz & Jacobi, 2001) and epilepsy (Sackellares 
& Berent, 1996; Besag, 2002). Furthermore, the psychological problems following HI 
or onset of epilepsy are purported to be as distressing as the seizures or the injury 
itself (Sackellares & Berent, 1996; Conoley & Sheridan, 1996). If a child is referred 
with a mental health problem, along with a history of epilepsy or Hi, this presents a 
challenge for psychologists working in CAMHS as they will need to ascertain the 
extent to which the HI or epilepsy is implicated in the presenting problem and the 
extent to which it should be considered in intervention plans.
This essay will begin with some brief background information about the conditions of 
HI and epilepsy in children. The literature around the mental health needs of children 
with epilepsy and HI and their families will be used to consider what the psychological 
assessment content and process should encompass. Next the various avenues for 
intervention will be discussed. Finally, the main points of the essay will be 
summarised in order to reach an overall conclusion about how a history of HI or 
epilepsy would influence the assessment and intervention a CAMHS psychologist 
might make.
Childhood Head Injury and Epilepsy: Phenomenology
This essay will use the term HI to refer to head injury, traumatic head injury, brain 
injury and traumatic brain injury as the terms are used interchangeably in the 
literature. Road traffic accidents and falls are common causes for HI in childhood and 
adolescence (Jennett, 1998; Ponsford, 1995) HI can vary in severity from Mild to
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Moderate to Severe. From Knights, Ivan, Ventureyra, Bentivoglio, Stoddart & 
Winogron et al. (1991), increased severity of HI is defined by longer loss of 
consciousness and post-traumatic amnesia, lower Glasgow Coma Scale scores, and 
greater likelihood of contusions and abnormal neurological, CT or EEG findings. 
Around 5% of all HI cases go on to develop post-traumatic epilepsy (Cull & 
Goldstein, 1997).
Epilepsy is one of the most prevalent neurological disorders of childhood (Kim,
1991), which occurs in around 5 in every 1000 children (Cowen et al.: cited in Cull & 
Goldstein, 1997). It is characterised by the presence of recurrent seizures that result 
from abnormal electrical activity in the cerebral cortex (Carr, 1999). There are two 
main types of seizures involved in epilepsy: partial seizures and generalised 
seizures. Partial seizures have an identifiable focal origin in the brain, in contrast to 
generalised seizures, which have a broader bilateral origin (Carr, 1999).
ASSESSMENT
As mentioned in the introduction, children with a history of HI or epilepsy may be 
rarely seen in CAMHS. Even when they are, a referral to CAMHS is usually triggered 
by problems relating to emotional, behavioural or cognitive difficulties rather than 
epilepsy or HI per se (Middleton, 2001; Besag, 2002). A psychological assessment is 
an information-gathering process, the ultimate aim of which is to come to a 
comprehensive formulation about the development, maintenance, and limitation of 
the presenting difficulties (Carr, 1999). Clearly, a thorough description of the 
presenting problem needs to be obtained first.
Presenting Problems
Behaviour problems are commonly reported in children with epilepsy and HI. Studies 
of behavioural problems in children with epilepsy indicate that they show an 
increased incidence of behavioural problems in comparison to their peers, siblings, 
and children with other chronic medical problems such as asthma and diabetes 
(Seidenberg & Berent, 1992). Similarly, behavioural problems in children with HI are
reported as being more distressing than the injury itself (Conoley & Sheridan, 1996).
/
Antisocial behaviour, aggression and disinhibited behaviour are among the 
behavioural problems reported in children with epilepsy (Weisbrot & Ettinger, 2001)
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and HI (Kinseiia, Ong, Murtagh, Prior & Sawyer, 1999). Children with epilepsy and 
HI are reported to be more socially isolated than their peers, have a higher incidence 
of internalising symptoms, and tend to have low self-esteem (Cull & Brown, 1992; 
Warschausky, Kewman & Kay, 1999; Andelman, 2000).
Standardised parent-report, teacher-report and self-report behaviour questionnaires 
are readily available to use for assessing these kinds of behaviour and emotional 
problems in children (Carr, 1999). However, it may be useful for the CP to also 
interview the child to obtain the child’s perspective on the problem and to carry out an 
observation of the child in their school or home environment (Carr, 1999).
The neuropsychological sequelae associated with HI (Ewing-Cobbs et al., 1998) and 
epilepsy (Besag, 2002) have been well-documented. Intellectual ability amongst 
children with epilepsy seems to be widely variable, although they tend to 
underachieve at school (Fowler, 1997). Children with HI may appear to perform 
relatively well in terms of basic intellectual functioning after HI, although the 
difficulties they experience may not show up in a structured school setting 
(Middleton, 2001). Reading difficulties have been reported for children with epilepsy 
(Fowler, 1997) and children with HI (Barnes, Dennis & Wilkinson, 1999).
Attention, memory and executive function difficulties are the most commonly reported 
sequelae in children who have sustained HI (Mateer & Kerns, 1996) or who have 
epilepsy (Besag, 2002; Culhane-Shelburne, Chapieski, Hiscock & Glaze, 2002). 
Executive functions, which encompass inhibition, planning, working memory and 
problem-solving (Ewing-Cobbs et al., 1998), have been shown to be an important 
factor for better vocational outcome (Nybo & Koskiniemi, 1999).
A CP can carry out a comprehensive psychometric assessment to investigate 
cognitive impairment. However, Middleton (2001) suggests that this may be 
inadequate on its own and should be accompanied by careful questioning around the 
behavioural manifestation of potential deficits. For example, this would include 
questions about forgetting instructions or being able to organise daily tasks and so 
on. It is also important to bear in mind the potential negative effects on performance 
of drug side-effects, anxiety and concurrent emotional difficulties in children with 
epilepsy and HI (Giordani, 1996).
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There is much in the literature to indicate that injury and disease-related variables 
have a role in determining the extent of the psychological problems.
Epilepsy-related or Head Injury-related Factors
Affected area of the brain
Epilepsy and HI both involve the Central Nervous System and as such carry a 
greater risk of behavioural and cognitive symptomology differentially associated with 
the type and severity of CNS dysfunction (Kim, 1991).
The temporal lobes and the frontal lobes can be damaged in a HI (Middleton, 2001) 
and in the conditions of frontal lobe epilepsy (FLE) and temporal lobe epilepsy (TIE) 
(Besag, 2002). Children with damage to the temporal lobes are reported to exhibit 
antisocial behaviours, aggression, inattention, and poor language function (Weisbrot 
& Ettinger, 2001). Besag (2002) purports that it is the poor language function that 
can lead to frustration and consequent behavioural difficulties in children with 
temporal lobe damage. Culhane-Shelburne et al.’s (2002) study found that children 
with T IE  had deficits in verbal and non-verbal memory, but that executive and 
adaptive functioning was intact. Conversely, children with FLE demonstrated intact 
verbal and non-verbal memory, but showed deficits in executive and adaptive 
functioning. Furthermore, Culhane-Shelburne et al. (2002) found that measures of 
executive functioning and impulse control were the best predictors of adaptive 
functioning and they concluded that children with FLE have notable deficits in 
executive functioning that translate to poor behavioural adaptation.
Damage to the frontal lobes of the brain in HI is not uncommon (Middleton, 2001) 
and as described above, this part of the brain is also at risk of damage in frontal lobe 
epilepsy (FLE). Damage to the frontal lobes, through either HI or FLE can result in 
grossly disinhibited behaviours, often resembling the symptoms of Attention Deficit 
Hyperactivity Disorder (ADHD) (Besag, 2002). Frontal lobe damage is primarily 
associated with executive function deficits (Nybo & Koskiniemi, 1999).These 
executive functions enable children to adapt to the changing demands in the 
environment, so problems tend to emerge when demands in the environment 
increase (Middleton, 2001). In addition, the frontal lobes do not fully mature until 
adolescence and so the cognitive and behavioural difficulties may not manifest until
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much later after the damage has been done (Middleton, 2001). As such, the age of 
onset and current developmental stage are crucial factors to assess.
Age of onset
The age of onset for epilepsy and age at which injury occurred for HI are believed to 
be crucial factors for subsequent outcome. Research evidence and reviews of 
research have consistently found that a younger age at the time of the HI is 
associated with an adverse effect on development and that these sequelae generally 
do not resolve (Taylor & Alden, 1997; Kieslich et al. 2001). Barnes et al. (1999) found 
that children injured before the age of six were most at risk for deficits in reading 
decoding skills compared to children injured after this age. Furthermore, Nybo & 
Koskiniemi (1999) found that none of the people who were able to work full-time in 
their study were injured before the age of four years, suggesting that later onset is a 
factor for better prognosis.
The literature on epilepsy echoes the findings of the HI literature, in that earlier age 
of onset is associated with poorer prognosis in cognitive, intellectual and behavioural 
function (Sackellares & Berent, 1996; Fowler, 1997). Damage to the brain in children 
is thought to disrupt established functions as well as functions that are in the process 
of developing and those that have yet to develop. As such, children who have frontal 
lobe damage either through a HI or through epilepsy may not experience any 
difficulties until abilities that are dependent on the frontal lobes fail to develop 
(Mateer & Kerns, 1996).
Head Iniurv/Epilepsv Severitv
Children who sustained severe HI have been reported to have greater, persisting 
difficulties in intellectual ability, language and memory compared to children with mild 
to moderate HI (Anderson, Morse, Klug, Catroppa & Haritou et al.,1997). They are 
also at greater risk of developing behaviour problems (Kinseiia et al. 1999). 
Moreover, children with mild to moderate HI often perform similar to non-injured 
controls in cognitive assessments (Anderson et al., 1997; Middleton, 2001). Severity 
of injury or epilepsy can also affect psychosocial functioning. Anderson, Kim & 
Warner (2000) found that children who reported poor seizure control were 
significantly more likely to have difficulty in their friendships compared to those 
children whose seizures were well-controlled.
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As mentioned previously, there is a greater risk for the development of post- 
traumatic epilepsy in children with more severe HI. The development of epilepsy 
following a HI is associated with a poorer outcome in all areas (Carr, 1999). In cases 
of severe HI, the circumstances surrounding the HI need to be considered. If the 
child was involved in an RTA, it is possible that another person was injured or killed 
or that the experience of the RTA was very traumatic for the child. In such 
circumstances it is crucial to assess for potential symptoms of PTSD and assess 
bereavement and survivor guilt difficulties (Middleton, 2001).
Seizure-related factors
Having a seizure can lead to an increase in behavioural and mood difficulties. From 
Besag (2002), a child may experience mood changes in the prodrome, which is the 
period just before a seizure. Similarly, experiencing an aura, which is a simple partial 
seizure can be quite anxiety-provoking for a child. During complex partial seizures, 
automatisms, which are characterised by flailing of limbs, may be manifested. Others 
could interpret these as violent behaviour. Lastly, the post-seizure phase often 
results in confusion, tiredness, irritability and possibly embarrassment (Besag, 2002).
Certain anti-epileptic drugs have been associated with an increase in behavioural 
disturbance (Besag, 2002). Furthermore, Anderson et al. (2000) found that the 
process of having to leave the classroom to take anti-epileptic medication can be a 
risk factor for social isolation and difficulties in peer relationships.
In summary, it is important in the assessment to obtain clear details about the HI or 
epilepsy. While some of this information can be obtained through clinical interview, 
CP’s may need to seek families’ consent to liase with medical professionals and 
access medical files to obtain further particulars.
A number of organic and related factors are implicated in the development of certain 
psychological problems. However, the relationship between having epilepsy or 
acquiring a HI and developing psychological difficulties is not linear (Sackellares & 
Berent, 1996). Children with epilepsy or HI may have a predisposition towards 
psychological disturbance (Cull & Brown, 1992), but they are not immune to other 
causes of mental health difficulties that affect the general population (Besag, 2002; 
Middleton, 2001). Moreover, family and child factors unrelated to injury (Rivara et al, 
1994: cited in Ewing-Cobbs et al., 1998) or epilepsy (Planta & Lothman, 1994) have
47
Children, Adolescents and Families Essay
been shown to predict behavioural outcomes over and above injury or epilepsy 
related variables. Hence, a crucial component of the assessment will be to assess 
the relative contribution of child personal factors and contextual factors including 
family and social environment to the presenting problem.
Child Factors
There is growing evidence that personal characteristics of the child are crucial to 
adjustment following HI or after a diagnosis of epilepsy. According to Austin (2001), a 
poor response to epilepsy by the child is a potential cause for academic achievement 
failure and increases the risk of a negative reaction to psychosocial stressors. This 
includes adopting a negative attitude towards the epilepsy and using poor coping 
strategies such as irritability, non-compliance with medication and withdrawing from 
others. Furthermore, Austin (2001) suggests that difficult temperament has been 
linked to mental health problems in both the normal population and children with 
medical disorders. A positive personality on the other hand, has been linked to better 
mental health outcomes.
Middleton (2001) suggests that it is important to assess the HI child’s pre-morbid 
level of functioning, personality and behaviour, as they can sometimes be a self- 
selecting group, with a higher incidence of pre-morbid behavioural and temperament 
difficulties. Therefore, it seems crucial that the CP asks questions in the assessment 
about the child’s personality and methods of coping and whether these were different 
before the onset of epilepsy or injury.
Children who have an external locus of control and little insight into their difficulties 
tend to develop poor social interactions and feelings of helplessness (Cull & Brown,
1992). Furthermore, the lowered attitudes and expectations of others can exacerbate 
this. Having an external locus of control will mean that the child is less likely to 
assume responsibility for their behaviours, preferring instead to blame others for 
upsetting them. With this point of view, the child is unlikely to make efforts to modify 
their own behaviour and educative programs are unlikely to be successful (Cull & 
Brown, 1992; Beardmore, Tate & Liddle, 1999). Moreover, lack of insight and self- 
awareness of cognitive and behavioural difficulties has been linked to poorer mental 
health (Viguier, Dellatolas, Gasquet, Martin & Choquet, 2001)
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The developmental stage of the child is important to assess. Adolescence, in 
particular has been highlighted as being a difficult time for children with epilepsy 
(Sheth, 2002) and HI (Middleton, 2001). It is a period of dramatic changes in growth, 
hormones and social situations characterised by emotional instability and the search 
for an identity (Sheth, 2002).
For children with epilepsy, the added social stigma of epilepsy and the nature of 
seizures and the restrictions placed on a child's independence at this crucial time can 
lead to a poor quality of life (Andelman, 2000; Austin, 2001). Those children who 
have a more difficult temperament would be at greater risk for developing 
internalising and externalising symptoms during this period (Andelman, 2000). 
Adolescents with epilepsy tend to be more overprotected than their healthy peers 
which can result in a failure to develop a strong identity and consequent poor self­
esteem (Austin, 2001).
Furthermore, the deficits associated with frontal lobe damage in some children with 
HI and FLE slowly start to emerge during adolescence, which if compounded with a 
difficult temperament and inability to cope with adolescence, can lead to a cocktail of 
emotional, behavioural and intellectual dysfunction.
Clearly, child personal factors can be affected by the HI or epilepsy and significantly 
affect the subsequent psychological adjustment. It becomes important to assess the 
relative contribution of these personal factors in the presenting problem. This may be 
done through individual clinical interview with the child or by utilising available rating 
scales and questionnaires. Observation of the child in the school environment may 
also be potentially useful. As well as personal factors, Carr (1999) states that 
contextual factors should also be assessed. Indeed, there is a wealth of information 
in the literature about psychosocial and family issues in relation to HI (Conoley & 
Sheridan, 1996) and epilepsy (Baker, 1997) that can both affect and be affected by 
the child with epilepsy or HI.
Contextual Factors
Family environment both impacts on and is affected by a significant HI in childhood. 
Much has been written in the literature about the families of children with HI (Conoley 
& Sheridan, 1996) and epilepsy (Pianta & Lothman, 1994).
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Families experience major psychological, financial, role and relationship risks In the 
case of HI, one family member may need to give up working to look after the child, 
which could result in increased financial strain and a change in family roles and 
dynamics (Conoley & Sheridan, 1996). Waaland (1998) suggests that family 
resources such as cohesion, parenting skills, knowledge, social support amongst 
others, lead to better adjustment in children with HI. Similarly, family stress and fewer 
adaptive resources have been shown to be associated with child mental health 
problems (Austin, 2001).
Several studies of families with a child with HI or epilepsy have concluded that pre­
injury family variables predict cognitive and behavioural outcome more than injury or 
disease related variables (Yeates, Taylor, Drotar, Wade & Klein et al., 1997; Kinseiia 
et al., 1999)
Also, Conoley & Sheridan (1996) suggest that pre-morbid family functioning strongly 
predicts family members’ success in coping with the child with HI. The sequelae 
associated with HI can be buffered by above-average family functioning and 
exacerbated by below-average family functioning (Yeates et al., 1997)
The way parents and family members interact with the child with HI or epilepsy also 
seems to be a crucial factor to assess, together with the expectations anji attributions 
of family members.
Parents of children with epilepsy have been shown to expect their children to have 
more emotional problems, be less academically able and more difficult than their 
siblings. They also become more anxious about how to deal with their child and 
become over protective, over-involved and critical (Cull, 1997; Hodes, Garralda, 
Rose & Schwartz, 1999). This can result in parents being less demanding of their 
child or conversely overly strict with them, which excludes them from problem-solving 
and decision-making processes (Cull & Brown, 1992). High levels of criticism by 
parents have been associated with behavioural disturbance (Hodes et al., 1999). 
Furthermore, Nicholas & Pianta (1994) found that measures of mother-child 
interaction were more predictive of incidence of behaviour problems than level of 
seizure control. Reduced parental and teacher expectation for academic success has
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been associated with poorer school performance in children with epilepsy (Austin, 
2001; Fowler, 1997).
Because of the slow emergence of some of the difficulties associated with frontal 
lobe damage, some parents of children with HI may attribute the emergence of 
behavioural problems to disposition rather than to the HI, especially when the child 
had appeared to make a good recovery following the injury (Middleton, 2001). 
Invariably, this will lead to strained family relationships and much frustration on the 
part of the child. Conversely, Middleton (2001) describes another group of parents 
who tend to over-attribute to the HI. In these cases, parenting is likely to be much 
more lenient and the child would not be reprimanded for bad behaviour.
In summary, personal and contextual factors seem to have a significant influence on 
the emergence and maintenance of psychological problems in children with epilepsy 
and HI. Because of attribution biases and insight issues described above, it would be 
useful in psychological assessment to elicit each family member’s explanation for the 
problem. Exploring family variables is also useful in determining protective factors 
and strengths that have limited the deterioration of the presenting difficulties. Having 
carried out a thorough assessment of injury or disease related variables, contextual 
factors and personal factors, the CP will need to put together a formulation of the 
presenting problem comprising of predisposing, precipitating, maintaining and 
protective factors extracted from the different areas assessed (Carr, 1999).
INTERVENTION
The formulation of the presenting difficulties should be used to guide the intervention. 
There is a need to determine which areas can be amenable to change, for which the 
CP has the necessary intervention skills. In an era of evidence-based practice, 
interventions should be based upon guidelines formed on the basis of treatment 
outcome evidence. Unfortunately for psychologists working in CAMHS, the wealth of 
knowledge now available regarding the psychological sequelae in childhood HI and 
epilepsy has not been met by a corresponding growth in treatment outcome research 
(Warschausky et al., 1999; Baker, 1997).
Given that the difficulties of children with HI and epilepsy can develop because of 
many other factors apart from injury or disease related ones, a history of HI or
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epilepsy may not even be implicated in the formulation. Even if the HI or epilepsy is 
implicated in the development of the presenting difficulties, it is likely that personal 
and contextual factors have a role in maintaining the difficulties. In addition, most 
guidelines based on research evidence recommend treatments based on symptoms 
rather than aetiology. Therefore, if a child is presenting with behavioural and 
emotional difficulties, interventions can be planned for this regardless of whether a 
child has a history of epilepsy or head injury or not. As such, CPs may be able to use 
treatment guidelines based on the general population of children to inform their 
intervention (Warschausky et al., 1999). Potential interventions for presenting 
problems in children with HI and epilepsy will now be considered together as the 
essay has so far demonstrated that many of the issues and presenting difficulties in 
the two populations are not dissimilar.
Psychoeducation
Educational programmes have been advocated in the literature as crucial for families 
with a child with HI or epilepsy.
According to Carr (1999), psychoeducation forms a crucial part of an intervention 
package for families of children with epilepsy and needs to include information about 
illness management. Dunn & Austin (1999) report a number of studies that report 
success in providing support and reducing fears and concerns of families through 
psychoeducation groups. Cull & Brown (1992) suggest that psychoeducation 
programmes should not just concentrate on how epilepsy relates to behaviour 
problems, but also focus on how family interactions, environmental factors and 
personal factors can influence the maintenance of difficulties. This may be especially 
important if the formulation indicates that the presenting problems are being 
maintained primarily by factors unrelated to the epilepsy.
Nybo & Koskiniemi (1999) conclude that parents of children with HI need realistic 
information about their child's deficits and abilities in order to avoid false optimism. 
Psychoeducation with parents of HI children may also be useful in correcting over or 
under- attributions to Hi of the presenting problems. Information and advice about 
prognosis may also be included in psychoeducation (Carr, 1999) and families also 
benefit from consultation around coping strategies (Warschausky et al., 1999).
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Family Intervention
Given that families have been shown to play such a crucial role in the adjustment of 
children with epilepsy and HI and that they are affected a great deal by having a child 
with HI or epilepsy, family intervention seems to be potentially fruitful.
Baker (1997) suggests that the family is seen to have played an important role in the 
development of psychological problems in children with epilepsy, perhaps through 
overprotection, rejection and over-involvement. In family sessions, families can be 
invited to explore and modify their interactions, communication and behaviour with a 
view to minimising the negative effect of epilepsy. Weisbrot & Ettinger (2001) 
suggest that family therapy should be considered in the treatment of depression in 
children with epilepsy.
Conoley & Sheridan (1996) refer to the ‘injured family’ system to describe families 
with a child with HI. Waaland (1998) suggests that families need to be actively 
involved in planning interventions. This helps them to ‘own’ the difficulties and tackle 
the feelings of helplessness. She suggests that the focus in family sessions might be 
on their competencies rather than weaknesses as positive re-framing is helpful for 
families with children with HI.
The literature reported here appears to be focussed on the epilepsy or the HI being 
the main cause for impaired family interactions. However, it is important also to 
remember that pre-morbid functioning has been shown as being more predictive of 
behavioural outcomes than epilepsy or HI. If this forms part of the formulation in the 
individual case, then the family sessions need not even focus on HI or epilepsy. If the 
family system or dynamics are dysfunctional and are thought in the formulation to 
contribute to the maintenance or even limitation of the presenting problem, it might 
be useful to explore family dynamics within systemic family therapy sessions. This 
could be used to explore strengths in a solution-focused way as well as resolving 
difficulties.
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Individual Intervention
This essay has highlighted that personal factors can play a major role in the 
development of psychological problems. Furthermore, there is evidence for the 
efficacy of individual psychological intervention for a range of emotional and 
behavioural problems in children in the general population (Carr, 1999). As 
mentioned above, the outcome research tends to be focussed on alleviation of 
symptoms regardless of the cause, and so can be used as a guideline in the 
treatment of those same symptoms when presented in a child with a HI or epilepsy.
Cull & Brown (1992) consider organic factors such as HI and epilepsy as 
predisposing factors for behavioural problems, but claim that they do not sufficiently 
explain the emergence and maintenance of behavioural problems. Moreover, they 
assert that intervention aimed at the organic factors is unlikely to be totally effective. 
Cull & Brown (1992) advocate a learning theory perspective and view the behavioural 
problems as being a result of failure to learn socially acceptable behaviours. This 
suggests behavioural intervention may be successful.
Behavioural interventions have been hailed as appropriate in the treatment of 
behavioural problems in children with epilepsy (Besag, 2002). Furthermore, previous 
reviews of psychological intervention for children with HI have also identified 
behavioural intervention as being appropriate for externalising behaviour problems 
(Warschausky et al. 1999).
Given the support for the efficacy of cognitive-behavioural approaches in the 
treatment of internalising problems in the general population of children, Weisbrot & 
Ettinger (2001) have suggested that these approaches can be utilised with 
adolescents with epilepsy who have concurrent depression. Warschausky et al 
(1999) have echoed this view for the treatment if children with HI, although they 
advise that the treatment programmes should be modified to take into account 
potential intellectual limitations associated with HI.
54
Children, Adolescents and Families Essay
Contextual intervention
Where the formulation indicates that mental health difficulty in children with HI or 
epilepsy is secondary to cognitive impairment and results from frustration and 
perceptions of inadequacy, modifying environmental demands might be a useful 
avenue for intervention. This may involve liasing with teachers at school to discuss 
the reduction of academic pressures (Weisbrot & Ettinger, 2001) and the use of 
memory aids such as diaries or checklists as well as modifications in the home 
environment.
Further Assessment
Part of the intervention may include referral to specialist neuropsychological services 
for further assessment. Where the difficulties are consistent with HI related variables 
and there is evidence of clear differences between pre- and post- injury levels of 
functioning, referral to neuropsychological services is warranted (Middleton, 2001). 
Also, if medical factors related to epilepsy are indicated strongly in the formulation, 
the responsible physician will need to make the intervention.
SUMMARY AND CONCLUSIONS
Children with epilepsy and HI present with similar behavioural, emotional and 
cognitive sequelae. Although a history of HI or epilepsy in a child may predispose 
them to developing psychological difficulties, these are not sufficient in themselves to 
explain presenting psychological disturbance. For a CAMHS practitioner, the 
prospect of seeing a child with a history of either HI or epilepsy may be a daunting 
prospect. However, what seems to be important is to carry out a normal 
psychological assessment of the presenting difficulties as well as exploring injury or 
epilepsy related variable as part of the assessment (Carr, 1999). The ensuing 
formulation needs to be constructed by systematically assessing the relative 
contribution of factors from HI/epilepsy-related variables, contextual and personal 
areas in the presenting problems. As mentioned in the essay, children with HI and 
epilepsy are not immune to other causes of psychological disturbance and it may be 
that the epilepsy or HI has very little to do with the presenting difficulties.
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This essay has focussed more heavily on assessment issues. There are a number of 
reasons for this. Firstly, a thorough and comprehensive assessment will naturally 
guide the intervention. Secondly, there is a great gap in knowledge about 
intervention for psychological disturbances in children with epilepsy and HI. The few 
authors who have written about psychological intervention with children with epilepsy 
or HI have reiterated the same point: that evidence-based treatments recommended 
for the general population of children can be applied to children with HI and epilepsy 
with suitable modifications. In the absence of this research literature, CPs are forced 
to rely on their clinical judgement in the individual case, conduct a thorough 
assessment as described earlier in this essay and let their formulation guide the 
subsequent intervention.
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'RACE AND ETHNICITY ARE RELATIVELY UNIMPORTANT VARIABLES IN 
BOTH THE INCIDENCE AND TREATMENT OF MENTAL HEALTH DIFFICULTIES 
IN OLDER PEOPLE'. CRITICALLY DISCUSS THIS STATEMENT 
INTRODUCTION
In Britain, people from ethnic minorities comprise approximately 6% of the population 
(Nazroo, 1997). In addition, the proportion of older people in ethnic minority groups 
in the UK is steadily rising (Redelinghuys & Shah, 1997). The largest ethnic minority 
group in the UK is the Indian population, followed by the Afro-Caribbean, Pakistani 
and Bangladeshi populations (Rait, Morley, Lambat, & Burns, 1997).
The literature has overwhelmingly focused on younger generations in general and on 
the perceived higher rates of psychotic disorders in people of African-Caribbean 
origin (Nazroo, 1998). Despite the expected increase in numbers of ethnic minority 
elders in the UK and their need of services, literature on ethnicity and mental health 
rarely attends to issues that are specific to this group (Haley, Han & Henderson, 
1998; Silveira & Ebrahim, 1998). Ethnic minority elders are underrepresented in their 
use of secondary mental health services (Rait & Burns, 1996), although there are a 
number of proposed variables unique to being an ethnic minority elder in Britain that 
might make them vulnerable to developing mental health difficulties. This essay aims 
to critically discuss the relative importance of race and ethnicity on the incidence and 
treatment of mental health difficulties in older people by highlighting methodological, 
cultural, and service issues from the literature.
This essay will focus on the literature relating to ethnic minority elders in the UK, with 
minimal inclusion of the US literature, as the ethnic make-up of the US and UK 
populations are different. Most of the literature presented in this essay relates to 
literature on the Asian and Black (African and Caribbean) populations in Britain. The 
essay will be broadly divided into discussions of incidence and treatment, although 
points from both sections will inevitably overlap. It is useful to begin with definitions of 
the main terms used in the essay.
Definitions
The terms ‘race’, ‘ethnicity’ and ‘culture’ are often used synonymously without 
definition in the literature (Rait, Morley, Lambat, & Burns, 1997). Moreover, the term
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‘race’ seems to be preferred in the literature from the USA, whereas UK studies more 
often employ the terms ‘ethnicity’ or ‘culture’. However, race, culture and ethnicity are 
inter-related in various ways according to historical, political and social factors 
(Fernando, 1991).
From Fernando (1991), race refers primarily to the physical, biological and genetic 
characteristics of a person, which are perceived as inherited and permanent. 
Ethnicity is more psychologically and socially derived. It refers to a sense of 
belonging and is characterised by group identity, which is partially changeable. 
‘Culture’ is probably the least precise and most changeable of the three. It is 
determined by environmental features such as upbringing, choice, attitudes, and is 
characterised by behaviour, thoughts, and attitudes (Fernando, 1991).
INCIDENCE
Incidence and prevalence, as measures of disease occurrence, are often used 
interchangeably in the literature although they do refer to separate things (Silman, 
1995). Put simply, incidence refers to the measurement of disease onsets or the 
number of new cases of a disorder, and prevalence measures the presence or states 
of disease in a given population and period of time (Silman, 1995). Prevalence rates 
for a population can be quite different to incidence rates if the illness in question has 
a shorter course (Nazroo, 1997). Most of the research on ethnic minorities and 
mental health has come from treatment incidence studies in clinical samples (Nazroo, 
1997). The term ‘incidence’ in the essay title has been broadly interpreted and will be 
used to refer to occurrence of mental health difficulties in ethnic minority elders.
Mental Health & Ethnic Minority Elders -  A Critical Discussion
Mental health difficulties in elders from the different ethnic groups in Britain have 
been researched through incidence and prevalence studies. The majority of the 
literature has addressed depression, anxiety, and dementia in ethnic minority 
populations. Some of the findings and their interpretations will now be critically 
discussed.
McCracken, Boneham, Copeland, Williams, Wilson & Scott et al., (1997) measured 
the prevalence of dementia and depression among people from ethnic minorities and
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found prevalence rates comparable to the white population. However, they used the 
Geriatric Mental State (GMS) to assess dementia, which has been criticised for being 
culturally biased (Bhatnagar & Frank 1997). McCracken et al. (1997) conclude that 
dementia may be overestimated in those who do not speak English.
For the Asian population, incidence studies report a lower rate of mental illness, 
including depression, compared to white counterparts although rates of schizophrenia 
are equivalent (Nazroo, 1997). However, prevalence studies of Asian elders in the 
UK have found different results. Silveira & Ebrahim (1998) found high rates of anxiety 
and depression and low scores on life satisfaction scores among Bengali elders 
compared to white elders in a deprived area in East London. Similarly, Bhatnagar & 
Frank (1997) carried out a community study of the prevalence of psychiatric disorders 
among elderly South Asian immigrants to the UK and measured the prevalence rate 
of depression as 20%, which was higher than expected. Bhatnagar & Frank (1997) 
suggested various explanations for this higher rate of depression among this sample, 
including: living in an inner city area, break up of close family ties, associations with 
medical conditions that are highly prevalent in this population and the relatively low 
status of the elderly in the host community, which may have contrasted with the 
expectations of the Asian community elders.
In contrast, a large-scale prevalence study of mental health problems among ethnic 
minorities in Britain showed overall lower rates of mental illness for Asians compared 
to Whites (Nazroo, 1997). However, the assessment may not have been culturally 
valid as higher rates of mental illness were detected for those Asians who were more 
acculturated to the British culture (Nazroo, 1997). Difficulties were found in translating 
concepts such as ‘depression’ into South Asian languages as they had no equivalent 
terms (Nazroo, 1998).
Elderly Somali people living in a deprived area in East London were found to have 
comparable rates of anxiety and depression to the white population in Silveira & 
Ebrahim’s (1998) study, but they scored lower on life satisfaction measures. 
However, follow up interviews with a sub-sample of the Somalis found a tendency for 
them to under-report anxiety and depression symptoms due to a number of reasons 
including denial due to religious perceptions of depression and a lack of knowledge of 
psychological disorders.
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Black Americans have been found to be underrepresented in research studies of 
depression (Steffens, Artigues, Ornstein, & Krishnan, 1997), Although treatment 
studies of incidence in Britain have generally shown lower rates of depression among 
the Black Carribean ethnic group compared to the White British majority group, 
higher rates of depression among the Black Caribbean compared to the White 
population have been reported too (Nazroo, 1998).
Risk Factors
There are reasons to believe that findings of lower rates of depression in ethnic 
minority elders in Britain are questionable. Firstly, American Africans have been 
found to be at greater risk for developing vascular disease, which is also associated 
with major depression with an onset after the age of 50 (Steffens et al., 1997). 
Therefore, corresponding higher incidence of depression would be expected. 
Similarly, higher rates of Diabetes, heart disease and strokes among the Asian 
community are well documented (Lindesay & dagger, 1997) and also constitute risk 
factors for developing mental health difficulties (Bhatnagar & Frank, 1997).
The process of migration to a country that has a culture quite different to one’s own, 
such as in the case of first-generation immigrants to the UK, can result in 
‘acculturation specific hassles’ (Abouguendia & Noels, 2001). This can include things 
like perceived discrimination and prejudice, language barriers, problems with family 
members and differences in values and expectations, which can all be linked to 
higher rates of mental health problems (Abouguendia & Noels, 2001). Dein & Huline- 
Dickens (1997) outline a number of cultural differences between the Indian and 
British cultures that might be stressors for the Indian elder living in England. Firstly, in 
traditional Indian culture, the elderly are given a high status and they command 
obedience and respect. In Britain, however, there are relatively more negative 
connotations of old age than positive ones and old age is often associated with 
stereotypes of frailty, powerlessness, low status, and decline. As most of the Asian 
elderly in Britain are first-generation, trans-generational conflict with the second and 
third generation family members who might be more assimilated to the British culture 
could potentially be a big source of disappointment to them, comprising a risk factor 
for mental health difficulties (Paniagua, 2000).
In addition, a ‘triple jeopardy’ hypothesis has been put forward to describe the 
challenge of racism, ageism, and socio-economic disadvantage often faced by ethnic
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minority elders (Manthorpe & Hettiaratchy, 1993) although differentiating between 
the relative contributions of each can be tough (Canino, Lewis-Fernandez & Bravo, 
1997).
Limitations of Incidence Research
According to Leff (1999), measures of incidence are simply vulgar fractions; the 
number of new cases divided by the size of the population. The problem with the 
approach, however, is that with the numerator, cases may not always present to the 
service and so may be missed (Leff, 1999). So, treatment studies rely on case 
identification among clinical populations to estimate rates of illness. From Nazroo 
(1998), methodologically, this raises problems. Firstly, these rates do not tell us 
anything about the untreated population. Secondly, they may reflect different 
pathways into care for different groups. Thirdly, the identification of a case is 
grounded in a Western psychiatric approach, which may not account for cultural 
variations in the experience and expression of mental illness in different groups 
(Nazroo, 1998). These three factors together suggest that incidence rates based on 
treatment populations may not be accurate (Richards & Abas, 1999).
To summarise, although the literature suggests people from ethnic minority elders 
might be at greater risk of developing mental health difficulties, this is not reflected in 
incidence rates based on treatment studies, which under-represents ethnic minority 
elders. A more detailed discussion of whv such variability in measurement of mental 
health problems among ethnic minorities exists is needed to assess relative 
importance of race and ethnicity. This can be broadly divided into problems of 
measurement and detection, and problems of reporting.
Problems of Measurement and Detection
Cultural differences in svmptom expression
It may be the case that the same mental health difficulties exist universally and that 
the difference is in the way symptoms are expressed (Canino et al., 1997). This 
characterises the assumptions of the ‘Etic’ approach in cross-cultural studies.
Cultural views may influence the manifestation of certain symptoms. For example, 
while suicidal ideation is often assessed in depression in western cultures, ethnic
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elders from the Indian community may show little suicidal ideation because the 
relevant cultural and religious views consider it a ‘sin’ (Dein & Huline-Dickens, 1997).
Similarly, Leff (1999) argues that the presentation of depression in purely 
psychological terms is rare in the West but is almost never seen in a developing 
country. This is reflected in language differences as well. Many Asian and African 
languages have no obvious equivalent terms for ‘depression’ and ‘anxiety’ (Nazroo, 
1997). This poses a problem for western assessments of depression that may place 
emphasis on eliciting cognitive, affective and behavioural symptoms.
Ethnic minority elders have been observed to express and experience distress in 
more somatic ways (Haley et al., 1998; Richards & Abas, 1999; Steffens et al., 
1997). However, Dein & Huline-Dickens (1997) argue that somatisation is common in 
British-born elders as well, where complaints are primarily made about physical 
symptoms and sleep disturbance. Moreover, Richards & Abas (1999) consider the 
view about greater somatisation among ethnic minority elders to be a stereotype and 
argue that it may reflect a lack of enquiry beyond the façade of somatic symptoms by 
clinicians. This may be especially true if the first languages of first-generation elderly 
ethnic migrants to the UK do not contain the necessary terms to describe 
psychological symptoms.
The ‘Etic’ approach has been criticised for being racist and ethnocentric, in that it 
cannot be assumed that concepts of mental illness derived from studies in one 
culture can be transferred directly to another (Leff, 1999). For example, if unusual 
perceptual experiences were recorded, clinicians might be likely, based on a Western 
approach to make a diagnosis of schizophrenia. However, in some cultures it is not 
only acceptable but respected if the perceptual experiences are of a religious nature 
(Canino et al., 1997). As such, clinicians need to monitor their own bias to minimise 
the chance of misdiagnosis.
Culture-bound svndromes
The ‘Emic’ approach advocates the study of mental illness phenomena from within 
different cultures to enhance diagnostic validity (Richards & Abas, 1999). It assumes 
that disorders do not exist universally, but instead are shaped by culture. This 
approach has been accompanied by increasing calls and support for ‘culturally bound 
syndromes’, which are now indexed in DSM-IV (Paniagua, 2000). There has also
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been a suggestion that South Asians in Britain may experience certain culture-bound 
symptoms (Nazroo, 1997).
Assessment
Methods of assessing mental illness may therefore not measure what they intend to. 
Conceptual, semantic, and linguistic differences could result in idioms of distress not 
being identified correctly (Richards & Abas, 1999).
Dementia assessment tools, in particular, seem to have various shortcomings. 
Bhatnagar & Frank (1997) found that some of their sample had little concept of 
western calendar months, did not know their birth dates or how to spell certain 
names. They argue that questions about memory in GMS-A types of scales have 
cultural and educational biases (Bhatnagar & Frank, 1997). This view is echoed by 
Richards & Abas (1999) who suggest that dementia assessments contain test bias in 
that items do not translate well and are not selected appropriately to take into 
consideration cultural norms.
Perhaps more importantly, clinicians who adopt an ‘Etic’ approach and base their 
assessments on such culturally-biased assessment tools are likely to inappropriately 
diagnose and manage mental health difficulties in ethnic minority elders (Steffens et 
al., 1997).
Socio-economic factors
There is some evidence to suggest that socio-economic factors (SES) have a greater 
influence on the prevalence of mental health difficulties than race or ethnicity. As the 
‘triple jeopardy’ hypothesis suggests, ethnic minority elders often face socio­
economic disadvantage as well as racism and ageism. Silveira & Ebrahim (1998) 
found that ethnicity was not a statistically significant risk factor for high anxiety and 
depression scores after adjustments were made for weekly income, physical health 
status and social problems. Similarly, Mills & Edwards (2002) assert that racial 
variance seems to disappear when controlling for SES. In support of this, Canino et 
al. (1997) report that Puerto Ricans in the USA have consistently been found to have 
a higher prevalence of mental health disorders although the same diagnostic tool 
used in Puerto Rico found no differences between the Puerto Rican and White 
populations, which is suggestive of a confound of SES rather than a difference of 
ethnicity.
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Problems of reporting
As well as the problem of cases not being detected, one of the problems highlighted 
with treatment studies was the possibility that cases do not present to services. There 
are a number of variables that might influence whether an ethnic minority elder would 
present to a service, which will now be discussed.
Cultural Understanding and Attitudes
Just as there is cultural variation in expression and experience of psychological 
distress, so too may there be cultural variation in understanding and attitudes related 
to mental health and mental health services.
In a qualitative study, Marwaha & Livingstone (2002) found that Black ethnic elders 
did not see depression as a mental illness for which medical intervention would be 
necessary. Instead, they expressed the view that the depressive symptoms occurred 
because the person had not been religious enough. African American elders have 
been found to give similar explanations of the aetiology of depressive symptoms 
(Steffens et al., 1997).
As noted previously, there may be cultural differences in the conceptualisation of 
symptoms. For example, depressive symptoms may be conceptualised as ‘nerves’, 
which is a constellation of depressive symptoms that many African Americans do not 
seek treatment for (Steffens et al., 1997).
Cultural differences may exist in the degree to which cognitive decline and 
depressive symptoms are considered pathological in older people.
Steffens et al. (1997) suggest that some depressive symptoms may be viewed as 
part of the ‘natural slowing down’ process of ageing. Also, many non-western 
societies view dementia as part of the normal ageing process encompassing an 
expectation of cognitive decline (Dein & Huline-Dickens, 1997). As such, medical 
attention may not be sought unless problems become severe enough to disrupt daily 
life and cause problems for others (Richards & Abas, 1999).
The aetiological understanding by ethnic minority elders of symptoms will necessarily 
influence the course of action they choose to take to resolve the problem. In
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Marwaha & Livingstone’s (2002) study, older Black Caribbeans did not see 
psychiatric services as appropriate for depression as they believed that the problem 
was of a spiritual nature. Moreover Steffens et ai. (1997) suggest that this may lead 
African Americans to seek resolution of their difficulties through prayer and support 
from religious organisations.
Accessibilitv of Services
Ethnic minority eiders are under-represented in health and social services, voluntary 
organisations, and the commercial sector (Manthorpe & Hettiaratchy, 1993). Barriers 
to accessing services have been well documented in the literature in ethnic minority 
elders.
Firstly, ethnic minority elders are often not aware of service remits and accessibility 
criteria. For example, older Black Caribbeans had the impression that psychiatric 
services were limited to people who were psychotic or violent (Marwaha & 
Livingstone, 2002). Additionally, Lindesey & dagger (1997) found that knowledge and 
understanding of services was much poorer among Asian Gujarati elders and few 
knew how to apply for services. Moreover, applications for services by those who did 
know how were largely unsuccessful. This can result in feelings of discrimination and 
dissatisfaction with access to services, which has also been found in elders from the 
Somali and Bengali communities in East London (Silveira & Ebrahim, 1998).
Lack of knowledge about available services and a different cultural view of mental 
health difficulties can lead to a sense of fearfulness and stigmatisation among ethnic 
minority elders (Khan & Pillay, 2003). Perceived language barriers may also prevent 
many ethnic minority elders from presenting to services (Khan & Pillay, 2003). 
Manthorpe & Hettiaratchy (1993) suggest that services are not geared to meet the 
needs of ethnic minority elders and that service providers do not always adopt an 
appropriate approach.
TREATMENT ISSUES
Differences have been documented in the use of mental health services and types of 
treatment by ethnic minorities in general, and elders in particular. The kinds of 
differences noted include under-using mental health services, dropping out of therapy 
early, and seeking treatment only at times of crisis (Risby & Van Sant, 1999). In the
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USA, Blazer, Hybels, Simonsick, & Hanlon, (2000) found that White elders were 
twice as likely to be taking anti-depressant medication as African-American elders. 
Moreover, none of the Black-Caribbeans who screened positive for depression in the 
fourth national survey of ethnic minorities were receiving anti-depression medication 
(Nazroo, 1998). In addition, Haley et al. (1998) suggest that ethnic minority elders 
have typically been found to have low rates of participation in support groups.
There have been suggestions in the literature that lower uptake of mental health 
services among ethnic minority elders reflects a lack of culturally responsive 
treatment options, leaving the treatment needs of this group unmet (Risby & Van 
Sant, 1999). However, Lindesay & dagger (1997) report lower uptake of community 
health and social services among Gujarati Asian elders, but they suggest this might 
relate to the finding that a much higher percentage of Gujarati Asian elders are living 
with others compared to the whites, giving them possible alternative sources of 
support. In contrast, Redelinghuys & Shah (1997) found no differences in service use 
between Asians and White elders in service use despite the Asians largely living in 
extended family circumstances. It is possible that such cultural variables can exert a 
pathological as well as protective influence, depending on other social, economic, 
and generational factors (Canino et al., 1997)
The question of whether race and ethnicity are important variables in the treatment of 
mental health difficulties in older people seems to be contingent upon a number of 
other variables, operating and having implications at individual and service levels.
Cultural Perceptions of Treatment
Ethnic minority elders’ perceptions about the appropriate course of treatment based 
on their understanding of the cause of their problem will need to be considered by 
clinicians. Mills & Edwards (2002) found that the majority of African Americans in 
their study believed that prayer and faith alone were needed to treat depression. 
Roughly a third of Mills and Edwards’ (2002) African-American sample said that they 
would take prescribed medication compared to 69% of the overall population.
Khan & Pillay (2003) raise the importance of religion in South Asian elders and also 
the issue of stigma of mental illness. This may mean that elders from the Asian 
community may not seek help from mental health services but instead rely on
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traditional remedies and faith healing, which is often regarded as a more acceptable 
solution to their difficulties (Khan & Pillay, 2003).
Making Services Culturally Acceptable
There is a suggestion in the literature that making services more accessible will 
encourage a greater uptake of mental health services among elders from ethnic 
minority communities (Risby & Van Sant, 1999; Manthorpe, & Hettiaratchy, 1993). 
This includes addressing language barriers by employing more bilingual clinicians, 
matching ethnic group of patients to therapists, and paying attention to beliefs about 
mental illness and how it should be treated (Risby & Van Sant, 1999).
Research reviews from the USA of both outcome and process studies have found 
strong support for the recruitment of ethnic counsellors (Atkinson & Lowe, 1995) and 
matching therapist and client ethnicity is generaliy felt to increase compliance and 
improve clinical outcome (Risby & Van Sant, 1999).
However, it is important to consider the cultural implications of doing this. For 
example, on this basis of the evidence, one might match an Indian client with an 
Indian therapist. Nazroo (1997) reports that most immigrant Asian communities have 
maintained their cultural traditions and beliefs even after many years overseas. Such 
beliefs include the overriding authority of elders, compliance from younger members 
and superiority of men (Abouguendia & Noels, 2001). Moreover, social disgrace and 
loss of honour are often serious considerations for people from the Indian sub­
continent (Bhatnagar & Frank, 1997) and ‘failure’ to maintain mental health can be 
associated with stigma (Nazroo, 1997). In addition, negative attitudes towards mental 
illness are reported to arise from within the wider Asian community (Khan & Pillay, 
2003).
Taking these things into account, consider the possible implications for matching an 
Indian younger, female therapist and an Indian older, male client!
This can potentially impact considerably on the quality of the therapeutic relationship 
although it may help to overcome language barriers.
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Therapy variables
Haley et al. (1998) suggest that it is important to be culturally competent and show 
respect when working with ethnic minority elders, for example by addressing patients 
by their titles and last names rather than assuming familiarity. Having an awareness 
of cultural issues, listening carefully and maintaining a non-judgemental attitude 
towards cultural difference is thought to be helpful in interventions with clients from 
ethnic minority backgrounds (Richards & Abas, 1999). However, the same could be 
argued for elders from white majority backgrounds too.
Language barriers and differing perceptions of aetiology might affect the type of 
treatment that can be offered to ethnic minority elders. Khan & Pillay (2003) suggest 
that anxiety management and talking therapies may be of limited utility to elders from 
ethnic minorities because they are practiced with a western frame of reference and 
generally in the English language. They suggest that more concrete therapies, such 
as solution-focused therapy tend to be easier to assimilate.
Canino et al. (1997) make the point that psychosocial functioning is culturally-bound 
so setting of goals should take into consideration cultural expectations of treatment 
outcome. For example, for an older woman from an Indian ethnic background, setting 
a treatment goal to be more independent and assertive may not be appropriate if her 
and her family’s cultural background assumes dependency on others for elder 
people.
Cultural Sensitivity versus Stereotyping
Despite various guidelines being given about ‘how to’ work with ethnic minority 
elders, there is a danger that this could lead to stereotyping. In order to provide 
appropriate interventions for ethnic minority elders, it is important at an individual and 
service level to remember that diversity within ethnic groups may be greater than the 
diversity between ethnic groups (Abramson, Trejo & Lai, 2002). This point has been 
reiterated by a number of authors.
Schott & Henley (2000) suggest that providing information on cultures and religions is 
like ‘walking a dangerous tightrope’. They suggest that the information may be so 
general that applying it can be offensive to the client. However, they argue that 
having some knowledge about the issues that might be important, in other words
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being aware of potential areas of difference, can be quite useful as it can encourage 
health professional to make culturally sensitive enquiries. Harris (1998) suggests that 
mental health workers ought to assess the impact of their own backgrounds including 
culture, class, and language on their relationships with clients.
Khan & Pillay (2003) claim that healthcare professionals tend to generalise 
understanding of one Asian group to another, although Asians as a group are 
probably one of the most diverse with various sub-groups differing in terms of 
language, religion, custom, and health beliefs. Khan & Pillay (2003) also highlight 
important generational differences, suggesting that it would be a ‘gross 
generalisation’ to assume that the attitudes and health beliefs of first and second 
generation South Asians will be the same.
According to Wilson (2001), one of the biggest stereotypes among service providers 
is that Asian families tend to ‘look after their own’. This is an unhelpful view to hold, 
because it will limit the service provision for elderly Asian people. Although traditional 
Asian culture may emphasise the high status and rightful dependency of elderly 
people, this essay has earlier highlighted that this is in conflict with views within the 
British culture and as such trans-generational conflict can even be a further risk factor 
for developing mental health difficulties in older people from the Asian community.
The implications of this for treatment are twofold. Firstly, it cannot be presumed that 
second and third generation Asians will hold the same beliefs as the first generation 
and so may not actually act as sources of support. As Wilson (2002) suggests, the 
pressures of living in a Western society are impacting on cultural traditions and 
values. Moreover, younger family members, who lead a culturally different lifestyle, 
might work longer hours and might be busy and might experience family and financial 
tensions (Redelinghuys & Shah, 1997). On this basis, the second implication is that 
members of the second and third generation in the family may not practically be able 
to facilitate therapeutic intervention or the accessing of services for the eiders in their 
family.
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DISCUSSION AND CONCLUSIONS
From the research evidence it is clear that there are differential rates of mental health 
problems in different ethnic communities. However, caution must be exercised before 
attributing this to a racial or ethnic difference per se.
There is an indication that certain racial groups are at a greater risk for developing 
mental health difficulties secondary to medical conditions, but other social, personal 
and psychological factors could operate in a protective or mitigating way. Studies 
have shown that ethnicity itself is not the risk factor for mental ill-health, rather the 
social circumstances often surrounding elders from certain minority backgrounds can 
account for the variance, as can issues of under-reporting and under-detection due to 
differing cultural beliefs and possible lack of conceptual equivalence. Although these 
are reported as ethnic differences, they are primarily cultural differences.
Race and Ethnicity are not unimportant variables, but the degree to which they may 
or may not be important in treatment should be assessed on a case-by-case basis 
taking into consideration personal, social, contextual and cultural factors in a person- 
centred way. However, it is important that clinicians consider the role of potential 
factors associated with ethnicity in the presenting problem for older people from a 
minority ethnic background, especially as at present they are likely to be first- 
generation with potential language barriers and a potentially different cultural outlook. 
On the other hand, individual differences must be acknowledged, care must be taken 
not to generalise and stereotype on this basis, and presumptions about a person 
based on their ethnicity should be avoided.
As a concluding point, culture, which is more transient and changeable, appears to 
be more important than race or ethnicity, although at present cultural factors are 
associated with elders from certain ethnic minority groups. However, the situation 
may be different in the future for the second and third generation who are growing up 
in Britain. Although they are likely to identify themselves in the same racial and ethnic 
terms as the first- generation, the current literature relating to incidence in and 
treatment of mental health difficulties in the relevant ethnic groups may not be valid 
for them when they reach old age due to being possibly more acculturated to the 
British culture.
74
Older People Essay
REFERENCES
Abouguendia, M. & Noels, K.A. (2001). General and acculturation-related daily 
hassles and psychological adjustment in first- and second- generation South Asian 
immigrants to Canada, InternationalJournal of Psychology, 36(3): 163-173.
Abramson, T.A., Trejo, L. & Lai, D.W.L (2002). Culture and mental health: providing 
appropriate services for a diverse older population. Mental Health and Mental Illness 
in Later Life: 2V21.
Atkinson, D.R. & Lowe, S.M. (1995). The role of ethnicity, cultural knowledge, and 
conventional techniques in counselling and psychotherapy. In. J.G. Ponterotto, J.M. 
Casas, L.A. Suzuki & C.M. Alexander, Handbook of Multicultural Counseling, 
California, USA: Sage Publications.
Bhatnagar, K. & Frank, J. (1997). Psychiatric disorders in elderly from the Indian sub­
continent living in Bradford. International Journal o f Geriatric Psychiatry, 12: 907-912.
Bhugra, D. & Bahl, V. (1999). Ethnicity -  issues of definition. In D. Bhugra & V. Bahl 
(Eds.), Ethnicity: An Agenda for Mental Health, London: The Royal College of 
Psychiatrists.
Blazer, D.G., Hybels, C.F., Simonsick, E.M. & Hanlon, J.T. (2000). Marked 
differences in anti-depressant use by race in an elderly community sample: 1986- 
1996, American Journal o f Psychiatry, 157(7): 1089-1093.
Canino, G., Lewis-Fernandez, R. & Bravo, M. (1997). Methodological challenges in 
cross-cultural mental health research. Transcultural Psychiatry, 34(2): 163-184.
Dein, S. & Huline-Dickens, S. (1997). Cultural aspects of aging and psychopathology. 
Aging & Mental Health, 1(2): 112-120.
Fernando, S. (1991). Mental Health, Race & Culture, Basingstoke, Hampshire: 
MacMillan Press Ltd.
Haley, W.E., Han, B. & Henderson, J.N. (1998). Aging and ethnicity: issues for 
clinical practice. Journal o f Clinical Psychology in Medical Settings, 5(3): 393-409.
Harris, H.L. (1998). Ethnic minority elders: issues and interventions. Educational 
Gerontology, 24(4): 309-323.
Khan, I. & Pillay, K. (2003). Users attitudes towards home and hospital treatment: a 
comparative study between South Asian and white residents of the British Isles, 
Journal of Psychiatric and Mental Health Nursing, 10:137-146.
Leff, J, (1999). Epidemiological factors in research with ethnic minorities. In D.
Bhugra & V. Bahl (Eds.), Ethnicity: An Agenda for Mental Health, London: The Royal 
College of Psychiatrists.
Lindesay, J. & dagger, C. (1997). Knowledge, uptake and availability of health and 
social services among Asian Gujarati and White elderly persons. Ethnicity & Health, 
2(1-2): 59-69.
75
Older People Essay
Manthorpe, J. & Hettiaratchy, P. (1993). Ethnic minority elders in the UK. 
International Review of Psychiatry, 5: 171-178.
Marwaha, S. & Livingstone, G. (2002). Stigma, racism or choice. Why do depressed 
ethnic elders avoid psychiatrists? Journal o f Affective Disorders, 72: 257-265.
McCracken, C.F.M., Boneham, M.A., Copeland, J.R.M., Williams, K.E., Wilson, K., 
Scott, A., McKibbin, P. & Cleave, N. (1997). Prevalence of dementia and depression 
among elderly people in Black and Ethnic minorities, British Journal o f Psychiatry, 
171: 269-273.
Mills, T.L. & Edwards, C.D.A. (2002). A critical review of research on the mental 
health status of older African-Americans, Ageing & Society, 22: 273-304.
Nazroo, J.Y. (1997). Ethnicity and Mental Health: Findings from a National 
Community Survey, London: Policy Studies Institute.
Nazroo, J.Y. (1998). Rethinking the relationship between ethnicity and mental health: 
the British fourth national survey of ethnic minorities. Social Psychiatry and 
Psychiatry Epidemiology, 33: 145-148.
Paniagua, F.A. (2000). Culture-bound syndromes, cultural variations & 
psychopathology. In I. Cuillar & F.A Paniagua (Eds.) Handbook of Multi-Cultural 
Mental Health. San Diego: San Diego Academic Press.
Rait, G. & Burns, A. (1996). Age, ethnicity, and mental illness: a triple whammy, 
British Medical Journal, 313: 1347-1348.
Rait, G., Morley, M., Lambat, I. & Burns, A. (1997). Modification of brief cognitive 
assessments for use with elderly people from the South Asian sub-continent. Aging 
and Mental Health, 1 (4): 356-363.
Redelinghuys, J. & Shah, A. (1997). The characteristics of ethnic elders from the 
Indian sub-continent using a geriatric psychiatry service in West London, Aging & 
Mental Health, 1(3): 243-247.
Richards, M. & Abas, M. (1999). Cross-cultural approaches to dementia and 
depression in older adults. In D. Bhugra & V. Bahl (Eds.), Ethnicity: An Agenda for 
Mental Health, London: The Royal College of Psychiatrists.
Risby, E. & Van Sant, S. (1999). Ethnicity and mood disorders. In J.M. Herrera, W.B. 
Lawson & J.J. Sramek, Cross Cultural Psychiatry, USA: John Wiley & Sons.
Schott, J. & Henley, A. (2000). Culture, religion and patient care. Nursing 
Management, 7{^):
Silman, A.J. (1995). Epidemiological Studies: A Practical Guide, Cambridge: 
University Press.
Silveira, E.R.T. & Ebrahim, S. (1998). Social determinants of psychiatric morbidity 
and well-being in immigrant elders and whites in east london. International Journal of 
Geriatric Psychiatry, 13: 801-812.
76
Older People Essay
Steffens, D.C., Artigues, D.L., Ornstein, K.A. & Krishnan, K.R.R. (1997). A review of 
racial differences in geriatric depression: implications for care and clinical research. 
Journal of the National Medical Association, 89(11): 731- 736.
Wilson, M. (2001). Black women and mental health: working towards inclusive mental 
health services. Feminist Review, 68: 34-51.
77
Clinical Dossier
CLINICAL DOSSIER
OVERVIEW
This section contains an overview of the experience gained on the four core clinical 
placements and two specialist clinical placements. Summaries of the five case 
reports written for the Adult Mental Health, People with Learning Disabilities, 
Children, Adolescents and Families, Forensic Specialist, and Older People 
placements are also included in this section. The clinical case reports and details of 
the six clinical placements, including placement contracts, logbooks of clinical activity, 
and placement evaluation and feedback forms are presented in full in Volume two of 
this portfolio. This is held within the Psychology department of the University of 
Surrey as it contains information of a confidential nature. To preserve anonymity and 
confidentiality, clients’ names and all identifying details have been altered or omitted.
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SUMMARY OF CLINICAL EXPERIENCE
Adult Mental Health Core Placement
Supervisor: Dr. Deborah Cullen
Base: Wimbledon CMHT, Nelson Hospital, Wimbledon, London
NHS Trust: South West London and St. George’s Mental Health NHS Trust
Dates: 10^  ^October 2001 to 22"^ March 2002
Clinical Experience
This placement involved working in a multidisciplinary community mental health team 
(CMHT) carrying out mainly out-patient work, with occasional community and in­
patient work. Clients seen were males and females (age range: 22-70) predominantly 
from a White British ethnic background. Clients presented with a range of problems, 
including: vomit phobia, CCD, social phobia, personality disorder, panic disorder with 
agoraphobia, depression, anger difficulties, trichotillomania, deliberate self harm and 
severe depression, and bipolar disorder. The majority of assessments and 
interventions were carried out within a cognitive-behavioural framework. Along with 
assessment for treatment interviews, the following methods of assessment were aiso 
used: Fear of Negative Evaluations Scale, Beck Depression Inventory, Beck Anxiety 
Inventory, Panic Rating Scales, Beck Hopelessness Scale, Y-BOCS, Agoraphobia 
cognitions questionnaire, MEAMS, direct observation, and behavioural experiment.
Continuing Professional Development
I occasionally attended ward rounds at the acute psychiatric ward linked to the 
CMHT. I also attended multidisciplinary CMHT team and psychology meetings. I had 
the opportunity to observe and contribute to a community group being run on the 
psychiatric ward. The service-related research project, on staff attitudes to Clinical 
Governance was initiated on this placement (see research dossier) and I presented 
the project at the psychology meeting. I had the opportunity to visit other services 
within the Trust including the PTSD and Eating Disorders services, and voluntary 
organisations in the region. I also worked an early morning shift on the ward to get 
experience of a typical day on the ward.
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SUMMARY OF ADULT MENTAL HEALTH CASE REPORT 
Cognitive Behaviour Therapy with a 38-year-old Man Presenting with Panic 
Attacks Relating to Mild Vestibular Difficulties
Reason for Referral and presenting problem: Sam R. was experiencing difficulties 
leaving his house due to experiencing sensations of swaying an losing his balance, 
which prompted a referral from his G.P. to the Community Mental Health Team. Sam 
described a five to six year history of experiencing ‘disorientation’ by which he meant 
unexpected sensations of postural instability, which led to dizziness, swaying, and 
unsteadiness. As a result he became increasingly anxious and experienced panic 
attacks. The difficulties had become worse in the last year and Sam had given up 
working. Sam had recently been diagnosed with mild vestibular difficulties, to which 
he attributed all his difficulties.
Background Information: Sam first noticed his difficulties when he was working in a 
sales office, describing his head as being ‘muggy’. These difficulties worsened at the 
beginning of 2001, when he found it difficult to sit upright in a chair and experienced 
swaying when walking in the street. Sam was diagnosed with vestibular difficulties in 
May 2001 and had commenced some vestibular rehabilitation exercises, which had 
made littie difference so far.
When Sam experienced feelings of dizziness, he described becoming hypervigilant to 
changes in his body and feeling frightened. He also reported thoughts that went 
through his mind relating to the possibility of falling over, collapsing or ‘losing control’. 
Physical sensations included increased heart rate, trembling, and shallow breathing. 
He avoided getting into situations that would trigger these sensations and would try 
and lean on something or sit down if the sensations occurred. Sam’s goals were to be 
able to resume work and to be able to travel on public transport to visit his brothers in 
Leeds.
Sam had no previous history of difficult life events or mental health difficulties, nor 
was there any indication of a family history of mental health difficulties. Sam 
described a happy childhood and family relationships were generally harmonious. In 
terms of Sam’s occupational history, he had worked for a DIY shop for six years 
before finding employment in a sales office. He had then travelled for eight months
8 0
Summary of Case Report - Adult Mental Health
and on his return found temporary work and also helped his friends with decorating 
work. He was a keen painter and wanted to make a living selling some of his 
paintings. Sam lived alone. He did not have a partner or any children, but described a 
good social network.
Sam scored within the ‘normal’ range on both the Beck Anxiety Inventory and the 
Beck Depression Inventory. Sam’s completed Panic Rating Scale showed that Sam’s 
strongest thoughts during a panic attack were about iosing control, collapsing, and 
fainting.
Initial Formulation: Sam’s difficulties were consistent with a diagnosis of panic 
disorder with agoraphobia. His difficulties were formulated within a cognitive- 
behavioural framework. It appeared that the vestibular difficulties acted as a 
vulnerability factor in Sam’s presentation, and an association between vestibular 
difficulties and panic disorder have been documented in the literature (Beidel & 
Horak, 2001), with the sensations of postural instability and dizziness being 
experienced as threatening and catastrophic. This may have led Sam to feel anxious, 
which brought about catastrophic thoughts and further compounded the anxiety. Sam 
experienced associated increase in physical symptoms of anxiety. It was 
hypothesised that Sam’s misinterpretation of these symptoms created a vicious cycle 
of increasing anxiety, physical symptoms, and further catastrophic thoughts. 
Moreover, Sam coped with these difficulties by employing extensive avoidance and 
safety behaviours, to the point that he had become agoraphobic in an attempt to 
avoid experiencing panic attacks. It was hypothesised that these were potent 
maintaining factors in Sam’s presentation. The formulation is depicted 
diagrammatically in figure 1.
Intervention: Sam was seen for 12 sessions of Cognitive Behavioural Therapy (CBT) 
following the initial assessment. Behavioural interventions involved constructing a 
hierarchy of feared situations and encouraging Sam to carry out behavioural 
experiments to test out his catastrophic thoughts of what would happen if he entered 
these situations. He was also discouraged from using his safety behaviours in these 
situations. This enabled him to build up a repertoire of experiences that were 
contradictory to his catastrophic predictions about those situations. In the cognitive 
intervention Sam assessed the accuracy of his catastrophic predictions by looking for 
evidence both for and against his ‘hot’ thoughts.
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Fig. 1 -  Formulation of Sam's difficulties 
(Based on Clark, 1996)
Vulnerability factor - vestibular difficulties
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This enabled him to develop more realistic alternative thoughts. Thought records 
were used, as well as the ‘downward arrow’ technique. The intervention also involved 
psycho-education about anxiety and panic, as well as further assessment of the 
nature of his vestibular difficulties through contact with the Audiology department that 
had made the diagnosis. Towards the end, some attention was given to issues of 
relapse prevention.
Outcome & Prognosis: Sam did not attend a follow-up appointment and so formal 
outcome measures were not available. However, Sam had attained most of his short­
term goals by the end of CBT. He had travelled on the London Underground, visited 
the IKEA superstore during a busy period, and gone to the pub a number of times 
when it was smoky. In addition, he had made considerable progress on achieving his 
long-term goal of returning to work with help from the CMHT Occupational therapist. 
Moreover, although Sam said he still experienced some disorientation, his anxiety 
remained low and he reported a change in his cognitions surrounding the 
disorientation in that he was able to ‘shrug it off. Moreover, Sam had been 
discharged from the Audiology department as he had improved so much. As Sam 
had not other mitigating factors in his life and otherwise appeared to be a well- 
adjusted person, the trainee thought that Sam’s psychological prognosis was likely to 
be good.
References:
Beidel, D.C. & Horak, F.B. (2001). Behavior therapy for Vestibular rehabilitation. 
Journal of Anxiety Disorders, 15: 121-130.
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SUMMARY OF CLINICAL EXPERIENCE 
People with Learning Disabilities Core Placement
Supervisor: Dr. Dawn Howard
Base: Eastbourne Downs Community Learning Disability Service
NHS Trust: East Sussex County Healthcare NHS Trust
Dates: 3"^  ^April 2002 to 20**^  September 2002
Clinical Experience
This placement involved multidisciplinary working within a Community Learning 
Disability Service (CLDS). Most of the work involved seeing clients in the community, 
either at day services, residential homes, or at their private family homes. Clients 
seen were males and females (age range: 17-68) predominantly from a White British 
ethnic background. Clients presented with varying degrees of learning disability, and 
some had accompanying physical impairments. Presenting issues included: socially 
inappropriate behaviours; Autistic Spectrum Disorders and associated behavioural 
problems, for example difficulty with transition, obsessive-compulsive behaviours, 
anger management and externalising behaviours; Difficulty understanding emotions; 
Anxiety and separation problems; Anger management; Assessment of parenting 
ability; Schizophrenia; Assessment of dementia; Assessment of ability to comply with 
community sentence. CBT models and also psychodynamic theories informed most 
of the individual client work. Some clients were seen with their families as part of the 
‘Family Service’ which was based on systemic models and involved working together 
with a co-therapist, and formulating and intervening using systemic, and 
predominantly narrative ideas. Some of the work involved working jointly with other 
disciplines (nursing, speech and language therapy, occupational therapy, social 
services) within the team to provide consultation sessions or teaching to staff teams 
around a particular client. I also co-facilitated a teaching day on Autism for social 
services with my supervisor.
As well as assessment for treatment interviews, assessments used included: Eckman 
faces, DISCO, WAIS-III, Parenting Assessment, TROG, Observation, BPVS, Severe 
Impairment Battery, Carer Questionnaires.
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I also set-up and facilitated an ‘Understanding Emotions’ group at a local day centre, 
over seven sessions, which aimed to increase emotional literacy among clients who 
were thought to be at risk of developing problems due to inappropriate handling of 
emotions. Two males and three females with mild to moderate learning disabilities 
participated in the group.
Continuing Professional Development
I was on placement at a time of transition and change within the service. A merger 
was about to happen with health and social services and I was able to take part in an 
‘integration day’ which involved participating in group discussions and exercises. In 
terms of training events, I attended a SCIP (Strategies for Crisis and Prevention) 
training day, which was similar to breakaway training. It taught us strategies to avoid 
reaching crisis point and reactive physical intervention strategies in crisis situations. 
Preventative strategies incorporated ideas drawn from Cognitive-behavioural and 
psychodynamic frameworks. I also attended a ‘learning at work’ day and participated 
in an Introduction to MAKATON session, which taught me the alphabet in Makaton as 
well as some useful beginners phrases. I also helped with research being carried out 
by the FISS (Family Intensive Support Service) team who provide an intensive 
service to families with children with learning disabilities who are finding it difficult to 
cope. My role involved interviewing families who had received the service s well as 
those who had not. I was able to attend a specialist systemic supervision group as 
well.
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SUMMARY OF PEOPLE WITH LEARNING DISABILITIES CASE REPORT 
The ‘Understanding Emotions’ Group: A Pro-active and Educational Group for 
People with Learning Disabilities Run in a Community Day Centre
Presenting Issues: The CLDS had received a number of referrals for clients who 
had developed emotional problems such as low mood, relationship difficulties, and 
anger management difficulties. The CLDS wanted to pilot pro-active and preventative 
ways of working with clients to promote good mental health in a non-pathologising 
way. Whittington & Alexander (2001) argue that the ‘emotional literacy’ of people with 
learning disabilities (LD) can be enhanced through educational programmes, which 
can protect against future emotional difficulties. Successful proactive and educational 
groups for people with LD have been reported in the literature for various issues, and 
the idea for the ‘Understanding Emotions’ group was conceived on this basis.
Planning and Assessment: A local day centre, ‘Fountains’, was engaged as a 
suitable setting for running the group. Key-workers were asked to recommend clients 
based on given inclusion criteria for group suitability, and provide ‘pen-portraits’ for 
each client. The trainee and an assistant psychologist met with potential group 
members prior to the first session to further assess suitability for the group; check for 
informed consent; and carry out baseline assessment of their emotional literacy using 
open-ended questions about their understanding of emotions, the ‘Pictures of Facial 
Affect’ test, and Makaton symbols of facial affect.
Group participants
Three women and two men (age range 28 to 64), with mild to moderate LD and 
identified difficulties with emotional literacy participated in the group. Table 1 below 
summarises the baseline assessment results for each group member.
Formulation: Psychological formulation of the difficulties experienced by the group 
members was highly speculative, given the limited information available about them. 
The formulation focussed on poor emotional literacy as a risk factor for later problems 
and the therapeutic value of groups processes in understanding and protecting 
against emotional problems.
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Table 1 -  Summary of baseline assessment results
Client (age) Ekman Faces (12 
pictures)
MAKATON
Symbols
General Comments
Maureen
(32)
11 correct All correct Good basic understanding of 
own emotions and strategies 
and a range of emotion labels 
used
Naomi (28) All correct All correct Used a variety of emotion 
labels, but could not think of 
any strategies to use for 
dealing with emotions
Rachel (30) 5 correct -  identified 
all the happy ones 
correctly, responded 
‘ grumpy’ to the 
others, when asked 
to make a forced 
choice, replied ‘sad’
1 correct-  
Angry face 
labelled ‘Sad’ 
and Frightened 
Face labelled 
‘Crying’
Could not think of any words 
for feelings. Limited 
understanding of strategies.
Ben (64) 11 correct All correct Good understanding of the 
things that lead to different 
emotions. Mentioned 
strategies of relaxation and 
medication to calm him down. 
Very focussed on love and 
romance
Gary (52) 8 correct -  identified 
all the happy ones 
correctly
2 Correct -  Sad 
and frightened 
face labelled 
incorrectly
Aware of death making him 
sad. Praying as a strategy. 
Limited understanding of 
strategies.
Formulation (continued): Impairments in communication and cognitive ability were 
hypothesised to be important personal vulnerability factors in difficulties managing 
emotions, and environmental and systemic factors were regarded as maintaining 
factors, in that many services for people with LD have been accused of neglecting the 
emotional lives of their clients. These problems with understanding and expressing 
emotions has been linked with difficulty in sustaining meaningful social relationships, 
and higher levels of psychiatric and behavioural problems in people with LD, which 
can often compromise the success of community placements, employment, and 
future success. It was hypothesised that participating in a group that enhanced 
understanding of emotions might protect group members to some extent from these 
adverse consequences through an interactive group experience. A group was 
regarded as a particularly good way to address interpersonal issues arising from 
problems understanding emotions, as participating in a group involves interaction
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with others and sharing of experiences. Also, much has been written about the 
curative factors in groups (Yalom, 1985).
Intervention: The group was conducted on a weekly basis for seven sessions at the 
day centre and was facilitated by the trainee, an assistant psychologist and one of the 
day centre staff members. Rough plans for each session were usually made in 
supervision prior to each session. The group aimed to explore the basic emotions of 
happy, sad, angry and frightened in an educative and discursive way. The content of 
the group programme was guided by the ‘Feelings Group’ (Whittington & Alexander, 
2001), and addressed different words for each emotion, physiological and 
behavioural reactions leading from a particular emotion, triggers, the role of thoughts 
and individual evaluation of a situation, and strategies that could be used to help 
when experiencing an extreme negative emotion. The group was based on Cognitive 
Behavioural principles of collaboration and guided discovery. Session plans were 
flexible in order to minimise power differentials between group members and the 
facilitators and empower group members to have some control and choice over what 
would be useful for them for the group to cover in line with ‘Valuing People’ (DoH, 
2001).
During the first session, ground rules for the group were collaboratively set. The 
subsequent sessions focussed on discussing different aspects of emotions. Handouts 
that contained pictorial and written information about each session were provided to 
group members to keep in a file. Various methods were used in sessions, including: 
brainstorming and discussion using a flip chart, role-play, relaxation techniques, and 
exploration of specific incidences that people wanted to talk about. The group 
process and dynamics were interesting, with group members getting irritated with 
each other at times, and disengaging from the group. To give everyone an equal 
chance to be heard in the group, a makeshift microphone was created using a orange 
coloured mixing spoon. It would be the turn of whoever had the microphone to make 
a verbal contribution to the group.
Outcome: Group member received certificates of attendance to promote a sense of 
achievement and the assistant psychologist carried out the evaluations with group 
members a week after the last group session. The original baseline measures were 
repeated and are presented in Table 2 below.
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Table 2 -  Summary of Outcome data
Client Ekman Faces (12 
pictures)
MAKATON
Symbols
General Comments
Maureen 11 Correct All correct Improved understanding of 
own emotions and strategies 
and a range of emotion labels 
used
Naomi All correct All correct Good awareness of things 
that made her happy, sad, 
angry, frightened. Mentioned 
3 strategies (including deep 
breathing from group) to help
Rachel 6 Correct -  got all the 
frightened faces wrong, 
identified all happy faces 
correctly
3 correct -  
labelled 
frightened one 
sad
Named some feeling words. 
Reported that Gary made her 
angry! Strategies = keyworker 
and being cuddled.
Ben 10 correct -  identified 
two of the angry faces 
as frightened
All correct Good understanding of the 
things that lead to different 
emotions. Own strategies 
mentioned, but none that 
were covered in the group.
Gary 5 Correct -  Identified all 
the frightened faces as 
‘angry’
1 Correct Listening to music and talking 
to sister as strategies. No 
mention of the bereavements 
that made him feel sad
General feedback about the group was given to the day centre manager, along with 
the recommendation that key-workers should ‘revise’ the handouts provided with the 
group members to maintain gains made. Group members were asked for verbal 
feedback. They had all enjoyed the group and fed back positive comments about its 
usefulness.
References:
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Yalom, I. (1985). The Theory and Practice of Group Psychotherapy (3^  ^edition).New 
York, USA: Basic Books inc.
89
Summary of Clinical Experience - Chiidren, Adolescents, and Families
SUMMARY OF CLINICAL EXPERIENCE
Children, Adolescents, and Families Placement
Overall Supervisor: Mrs. Amita Sarkar
Additional Supervisors: Dr. Clare Williams, Dr. Neil McGibbon
Main Base: 1) Tier 2 Clinical Psychology Department, CAMHS, 
Clare House, St. George’s Hospital, Tooting.
2) Adolescent Assertive Outreach Team, Springfield 
Hospital, Tooting.
Additional Locations: 3) Adolescent Service (Tier 3), York Road, Battersea, 
London.
4) Early Years Centre, Siward Road, London.
NHS Trust:
Dates:
South West London and St. George’s Mental Health 
NHS Trust
16^ "" October 2002 to 28"" March 2003
Clinical Experience
This placement provided an opportunity to work across tiers and across the children 
and adolescents age range. Although the bulk of the clinical work was within tier 2 
psychology (within a CAMHS) and a specialist tertiary level Adolescent Assertive 
Outreach Team (AAOT), some client work also came from a tertiary level Adolescent 
service, and a specialist Early Years Centre. This enabled me to gain experience of a 
variety of different ways of working, which included liason with schools, working with 
parents, carrying out team assessments, and consultation over the telephone. Clients 
seen were males and females (age range: 2-17) predominantly from a White British 
ethnic background. Children and adolescents presented with a variety of problems, 
including: psychosis, drug abuse, school refuse, generalised anxiety, autistic 
spectrum disorders, CCD, severe agoraphobia, behavioural problems, attachment 
difficulties, stealing, lying, problems with sexual awareness, global developmental 
delay, anger management, depression and self-harm. As well as assessment for 
treatment interviews, the followed assessments were used: CBCL, Conner’s Forms,
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school observation, nursery observation, WPPSI, WORD, BDI, BAI, Bayley Infant 
Scales, WOND, WISC, and Beck Youth Inventory. The work within the AAOT 
involved joint, multidisciplinary, and generic working, often around crisis management 
with the most at risk adolescents.
Continuing Professional Development
During the induction phase, I had the opportunity to visit other services within the 
Trust and locally, as well as a local school, and a tier 4 inpatient service for children 
and adolescents. I also had the opportunity to participate in team meetings and CPD 
seminars at each of the services where I worked, and I presented my case report 
case at a psychology meeting. In addition, the psychologists within in the CAMHS 
team organised trainee seminars on issues pertinent to psychologists working within 
CAMHS. I had the opportunity to undertake a service audit for the AAOT and prepare 
a presentation on it for a CAMHS conference (see appendices to volume 1). I also 
undertook the Trust child protection training.
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SUMMARY OF CHILDREN. ADOLESCENTS. AND FAMILIES CASE REPORT 
Extended Assessment with a 6 year-old boy Presenting with Generalised 
Anxiety Difficulties
Reason for Referral: Ross Y. was referred to the CAMHS Psychology department 
when he was 5 years old for anxiety difficulties related to school such that he was 
going to be repeating academic year 1 in the coming Autumn term.
Initial Assessment and Background Information: Ross attended two assessment 
appointments with his mother Diane. He presented as a well-behaved but anxious 
boy who was extremely worried about being ‘told off’ at school and at home. He 
looked quite tall for his age. His reactions were described as extreme by Diane, and 
ranged from being withdrawn, feeling sick and looking visibly frightened, to 
screaming, crying and running off. In addition, over the last year he had been crying 
all the way to school as he did not want to go. Diane reported that Ross had little 
confidence in himself and became particularly anxious when doing anything that 
resembled schoolwork, particularly reading.
In the last year Ross had become particularly anxious around his year 1 teacher at 
school, Mrs. Smith. Ross apparently had found her manner of teaching loud and 
frightening because he had interpreted it as a sign of aggression. The resulting 
anxiety had apparently made it difficult for Ross to learn at school, and he had been 
struggling with reading and writing. A decision was made by Ross’ parents and the 
school to let him repeat year 1 in the Autumn term with a different teacher. Ross had 
improved somewhat since having a different class teacher. Miss Jones. However, 
Diane was worried that his difficulties might get much worse in the following 
academic year where he was due to have Mrs. Smith again.
Ross was described as a constant worrier who became anxious in various situations, 
often those where there was a lot of crowd or loud noises such as the cinema and 
parties. In addition, the family often allowed Ross to win when playing board games 
because he interpreted it as a sign of a failure in his ability if he didn’t win, which 
would cause him to become extremely upset. Ross was functioning a little better at 
school with his new ‘softly spoken’ teacher, and reported himself that he had many 
friends at school.
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Ross apparently enjoyed a good relationship with his parents and his three-year-old 
brother, Dennis. Dennis was described as everything Ross was not, namely fearless, 
outgoing, confident and mischievous. Diane described Ross as being the mirror 
image of herself and outlined her own long history of anxiety and academic 
difficulties.
Ross was born via caesarean section and was distressed during the labour. Ross 
was described as ‘unhappy’ and as a baby Diane found difficult to cope with. Diane 
developed an infection when Ross was three weeks old and during this time, a 
nanny cared for Ross for five weeks. Ross also had difficulties settling into nursery 
and separating from Diane. Diane was less clear on developmental milestones.
Ross’ scores on the CBCL placed him within the clinical range for anxious/depressed 
and in the borderline range for attention problems.
Initial Formulation: Ross’ presention appeared to meet diagnostic criteria for 
Generalised Anxiety Disorder (APA, 1994; WHO, 1996), as the anxiety was not 
limited to school as had been implied in his referral.
Ross’ difficulties were formulated from a number of theoretical perspectives. 
Cognitive therapy models suggest that Ross might have had cognitive distortions, 
such as threat and danger-oriented schemas. The literature suggests that children 
with anxiety disorders have a heightened tendency to interpret ambiguous material as 
threatening, which fitted with Ross’ evaluation of Mrs. Smith and schoolwork as being 
threatening. Repeating year 1, having a speech and language assessment, and the 
anxiety surrounding schoolwork, particularly reading pointed to possible cognitive or 
learning difficulties.
The formulation also speculated about attachment difficulties, which are known to be 
associated with anxiety problems, given the separation Ross had from his mother at 
an early age and the difficulties he subsequently developed with separating from his 
mother at nursery. The family history of anxiety difficulties, evidenced by Diane’s 
anxiety problems may have been a personal predisposing factor in Ross’ 
presentation. Contextually, Ross’ symptoms may have been a result of learned 
anxiety-related and danger-related beliefs and behaviours, which appear to be 
modelled and reinforced within the family system. Instrumental Learning Theory
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suggests that reinforcers increase the likelihood of a given action occurring again and 
could be invoked as an explanation for the maintenance of Ross’ crying and 
screaming behaviours, which seemed to have been rewarded with comforting. The 
major examples of avoidance behaviours include Ross’ removal from Mrs. Smith’s 
class, avoidance of feared activities such as the cinema and Ross’ avoidance of 
schoolwork.
Extended assessment was planned as the formulation highlighted a number of areas 
that needed further exploration. This included assessment of intellectual functioning, 
assessment interviews with both parents, and a school visit to speak to Ross’ teacher 
and observe him at school.
Extended Assessment
Cognitive Assessment: Ross was assessed using the Wechsler Preschool and 
Primary Scale of Intelligence -  Revised (WPPSI-R^*^) and the Wechsler Objective 
Reading Dimensions (WORD). Ross sustained concentration well throughout the 
assessment and complied with all instructions. As items got difficult on the tests, 
Ross showed increasing signs of anxiety, which clearly impacted on his performance. 
At these times, he appeared to be devoting greater attention to monitoring the 
trainee’s reaction, than trying to tackle the item. This anxiety was more pronounced 
during the WORD sub-tests.
Ross scores in the ‘low average’ range for Verbal IQ (VIQ), and in the ‘average’ 
range for both the Performance IQ (PIQ) and Full Scale IQ (FSIQ). Ross’s scores in 
the WORD sub-tests were below what would be expected for his chronological age, 
but at an appropriate level for the class he was in currently. The PIQ was found to be 
significantly and unusually large compared to the VIQ, indicating that the FSIQ was 
not a unitary construct for Ross. Ross’ cognitive profile indicated relative strengths in 
acquired knowledge, long-term memory, school learning, attention-concentration, and 
simple vocal expression. Weaknesses indicated in the profile were verbal reasoning, 
overly concrete thinking and verbal conceptualisation.
School Visit: The school visit was surprising as few of the concerns expressed by 
Diane were validated in the observation. Ross was confident in the playground, 
contributed well in class, and managed to enjoy a noisy Christmas play that he was 
watching with the other children - something Diane thought he would not be able to
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manage. Ross’ teacher reported that he did not respond badly to mild reprimanding 
and that he was becoming more confident in class. His previous teacher, Mrs. Smith 
felt that she had been ‘blamed’ unfairly and that Ross had started to become anxious 
as the demands of the academic work intensified towards the end of year 1. She felt 
that Ross had given up trying and was reinforced positively for this by his parents.
Extended Clinical Interview: Further interviews with the parents revealed that Ross 
had particular difficulties with problem-solving, and tended to lose the ability to 
rationalise when he became anxious. In addition, it became more apparent that the 
whole family advocated avoidance strategies. They were considering keeping Ross 
back another year at school to avoid Mrs. Smith, despite having been told that school 
learning and acquired knowledge were actually strengths in Ross’ cognitive profile. A 
genogram constructed by the trainee with Diane indicated a significant history of 
mental health difficulties on Diane’s side of the family and Diane described 
experiencing many anxiety difficulties.
Conclusion and Possibility for Intervention: The original formulation was 
enhanced through the extended assessment. Given Ross’ cognitive profile and 
reports from Mrs. Smith, it seems that Ross’ anxiety may have been precipitated by 
an increase in academic demands, rather than just a fear of his teacher per se. 
Verbal reasoning and verbal conceptualisation skills, which were weaknesses in 
Ross’ cognitive profile, may have played a role in Ross’ experienced difficulties given 
that much of teaching method in school is based on verbal instruction. Secondly, 
overly concrete thinking and difficulties with verbal reasoning are likely to have limited 
his ability to problem-solve. As such, the resulting anxiety associated with struggling 
to keep up might have been quite overwhelming and coupled with reported difficulties 
with rationalising, it is likely to have hindered his ability to seek solutions to his 
problems. Attachment issues were also explored further in conjunction with ideas on 
‘containment’. It is possible that Ross’ early disrupted attachment, Diane’s own 
attachment issues and her own anxiety difficulties limited her ability to ‘contain’ Ross’ 
anxiety without feeling overwhelmed and helpless.
The clinical supervisor continued to work with Ross and his family. Parental 
behaviour management work was planned to start with and Diane was referred to 
Adult Mental Health Services to tackle her own anxiety related difficulties.
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SUMMARY OF CLINICAL EXPERIENCE 
Specialist Placement in Forensic Mental Health
Supervisor: Dr. Andrea Cohen
Location: Shaftesbury Clinic (Medium Secure Unit), Springfield Hospital,
Tooting, London
NHS Trust: South West London & St. George’s Mental Health NHS Trust
Dates: 9'*^  April 2003 to 26^ September 2003
Clinical Experience
This specialist placement involved working as part of the multidisciplinary team within 
a forensic medium secure unit (MSU). I was given a broad placement experience, 
which included undertaking in-patient, out-patient, and group work with forensic 
patients with a wide variety of presenting difficulties (personality difficulties, 
psychoses, depression, anxiety, head injury) and index offences (including sex 
offences, violent offences, manslaughter and possession of offensive weapons etc). 
The clients (age range: 21 to 41), who were from culturally diverse backgrounds, 
were at varying points in criminal or civil proceedings and so I was able to gain 
experience of the kinds of work and procedures that are carried out at different 
stages as well as the different sections of the mental health act (1983) that apply to 
forensic clients. I was also able to gain direct experience of working with clients 
whose first language was not English and so the work had to be carried out through 
interpreters, as well as writing a court report under supervision on some psycho- 
educational work around sex offending and protecting children carried out with the 
ex-partner of a sex offender.
The client work was mainly assessment-based, and all the clients that were admitted 
to the MSU underwent a basic psychological assessment of clinical interview, 
personality testing and Intelligence testing. Assessments used included: WAIS-III, 
BADS, AMIPB, Stroop Test, Benton Verbal Fluency Test, Trail-making Test, MART, 
MCMI-III, Ravens Matrices, MMPI and WMS. I also had the opportunity to co- 
facilitate a Mental Illness Group, for patients on the women’s ward. The group had a 
psycho-educational and therapeutic focus. Five women (aged 27 -38) attended the 
group, which ran over sixteen sessions.
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Continuing Professional Development
The MSU had a rolling programme of Friday afternoon case presentations and 
academic meetings, which I attended regularly. I also attended seminars and 
conferences at Broadmoor maximum-security hospital on psychodynamic 
assessment, and dangerous and severe personality disorders, as well as 
participating in the Henderson Hospital Visitor’s open day programme. In addition, I 
accompanied a specialist registrar on a prison assessment at a vulnerable persons 
unit.
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SUMMARY OF FORENSIC SPECIALIST CASE REPORT 
Forensic Neuropsychological Assessment of a 40 year-old man with a History 
of Mental Health Difficulties and Closed Head Injury
Reason for Referral: Peter O. was a Black African man who was admitted to the 
Forensic Medium Secure Unit (MSU) from prison under section 35 of the mental 
health (1983) for a thorough assessment of his mental condition, and of any deficits 
associated with a closed head injury he had sustained three years ago. Peter was 
awaiting trial to face charges of attempted rape and indecent assault to which he had 
pleaded ‘Not Guilty’. The trainee’s role was to carry out neuropsychological 
assessment to report on the nature of any lasting brain damage from the head injury. 
The team’s remit was to assess the potential and differential roles his personality, 
mental health, and head injury may have had in his alleged offences.
Background History: Peter thought that his main problem was depression. He said 
that while he was in prison he had felt like he could not stop himself from acting on 
his urges, which was something he said he could now do. He felt he had a good 
memory, but on the other hand said he had no recollection of the events surrounding 
his alleged offence.
Peter was a right-handed man who was born in Uganda and spent his formative 
years there. He arrived in the UK in 1988 as a political refugee. Peter outlined a 
turbulent history and upbringing, suffering considerable physical abuse at the hands 
of his father. He had been involved in stealing and fighting since his adolescence and 
had spent some time in a juvenile detention centre after setting fire to his parents’ 
house in Uganda. Peter had been married at the age of 22, but separated after just a 
few years due to his excessive drinking and violent behaviour. Following this, he 
became involved in Guerilla fighting in Uganda, which entailed killing, mutilating, 
burning houses, raping women, and other gang activities. By his own admission, he 
had never stopped to think of the moral implications of his actions. After his arrival in 
the UK, he had often found himself in trouble with the law for shoplifting, mainly of 
alcoholic drinks, and also for being drunk and disorderly. Peter regarded himself as a 
virile and sexually attractive man. He was boastful about his abilities to persuade 
women to have sex with him.
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Peter had known to psychiatric services since 1993 and had been admitted to 
hospital under section on various occasions, usually following aggressive behaviours 
that placed others at risk. He had attracted a variety of psychiatric diagnoses, 
including PTSD, psychosis, anti-social personality disorder, paranoid schizophrenia 
and depressive-type schizophrenia. Peter had sustained a Head Injury in December 
2000 as a result of a suicide attempt. He had jumped out of his bedroom window from 
the second floor, sustaining a severe head injury with considerable damage to the 
frontal lobes of the brain. His mental health had deteriorated in the preceding few 
months, in which he had been feeling increasingly depressed and his auditory 
hallucinations had increased. Peter had been self-medicating using alcohol to cope 
with the voices. A more recent MRI scan showed that there was some lasting 
damage to the right frontal lobes.
Peter’s first language was Acholi, but he had learned English from a young age. His 
account of completing exams at school and completing a business administration 
diploma conflicted with previous accounts of his history in which he said he did not 
complete his education. After arrival in the UK, Peter had found mainly unskilled and 
manual jobs but they never lasted long due to his excessive drinking and difficulties 
with concentration. A previous assessment with a clinical psychologist concluded that 
Peter had anger management problems, uncontrollable sexual urges towards women 
and a tendency to aggressive behaviours. He was also assessed at the PTSD 
service, which concluded that Peter was suffering from some features of PTSD, but 
not to a sufficient degree to warrant a diagnosis.
The alleged offence occurred in January 2003. Peter said that he remembered 
walking around on the day of the offence and hearing voices constantly telling him to 
‘rape, kill and burn’. He said he had been feeling restless and depressed.
Risk: Although Peter had a history of violent and sexually inappropriate behaviour, 
nursing staff reported that Peter had displayed no inappropriate behaviours while at 
the MSU. Peter continued to hear voices, but felt that his current medication helped 
to reduce their intensity and frequency.
Neuropsychological Assessment: Folllowing a review of the literature, well- 
validated and reliable neuropsychological tests were selected that assessed the kinds
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of impairments in memory, intellectual functioning and executive functioning that 
might be associated with frontal lobe damage. These are listed below.
• WAIS-III^'^ - used to assess overall intellectual functioning.
• The Wechsler Memory Scale (WMS-III^*^) - used to assess immediate, 
working, and delayed memory in auditory and visual modes, for both 
recognition and recall.
• The Behavioural Assessment of the Dysexecutive Syndrome (BADS) - used 
to assess for impairment in planning, organising, mental flexibility and 
executive functions, disturbed attention and increased distractibility.
• The Trail-Making Test - used as it is a short measure of visual scanning, 
attention functions, mental tracking, motor speed and mental flexibility and 
like most other tests involving motor speed, it is highly sensitive to the effects 
of Head Injury.
• The F-A-S test - used to assess verbal fluency, which is also a feature of 
frontal lobe damage. This test required Peter to say as many words as he 
could think of starting with the letters F, A and S, with one minute for each 
letter.
• The Stroop Neuropsychological Screening Test - used to measure 
concentration effectiveness and distractibility, as well as the ability to shift 
between conflicting verbal response modes.
The assessment took five sessions over the space of one month. Safety measures 
were put in place to minimise risk. Peter co-operated fully with the testing and did not 
display any inappropriate behaviour. He sustained his concentration throughout and 
did not appear anxious.
Results and Discussion: Peter’s VIQ placed him in the normal range and his PIQ 
placed him in the borderline range. Therefore his FSIQ (average range) could not be 
meaningfully interpreted. He scored in the extremely low range on the processing 
speed index. Peter’s strengths were in subtests that tapped into acquired knowledge, 
outside reading and intellectual curiosity. In terms of his memory functioning, Peter 
was scoring in the ‘Low average’ to ‘average’ range for auditory memory indices, but 
in the ‘borderline’ and ‘extremely low’ range for visual indices, confirming the verbal - 
visual discrepancy noted in the WAIS-III testing. The results showed that Peter’s 
memory for auditory information appeared to be better, both immediately and after
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delay, than his memory for visually presented stimuli. Peter scored within the 
impaired or well below average range for all the tests of executive functioning, except 
the F-A-S test in which he scored within the normal range.
This assessment provided strong psychometric evidence that Peter had 
neuropsychological deficits associated with frontal lobe damage, namely impairments 
in sequencing, mental tracking, flexibility, organising, planning and memory. 
Moreover, these deficits seemed to relate more to the visuo-spatial domain that is 
thought to be affected in right frontal lobe damage, which is consistent with CT scan 
results of Peter’s brain that showed damage to the right frontal lobes. Peter appeared 
to be most impaired in terms of motor slowing. His slow response speed on tasks 
often led him to scoring poorly on items that required speed of response for higher 
scores. While motor slowing is a feature of frontal lobe damage, it is also a feature of 
depression. However, Peter did not show decreased concentration and motivation, 
which would also be expected in behavioural features of depression.
Conclusion: Neuropsychological impairments associated with brain damage to the 
right frontal lobes were clearly evident in Peter’s case. The change in Peter following 
the head injury seems to have been one of reduced activation rather than increased 
activation, which is the other possible expected profile following injury to the frontal 
lobes. This was evidenced by his behaviour during the assessment, his slow 
response speed on tasks and also the observation that since his head injury, he had 
not got into any trouble with the police up until the index offence. The results of the 
assessment were reported back to the team at Peter’s case conference, and 
following discussion, it was concluded that the head injury was unlikely to have 
played a role in the alleged offences, if Peter did commit them. It seemed more likely 
that his personality traits evidenced by his background history of violent and sexual 
aggression may have had more of a role in the alleged offences. As the Specialist 
registrar in the team stated, the head injury was probably the best thing that had 
happened to Peter!
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SUMMARY OF CLINICAL EXPERIENCE 
Older People Core Placement
Supervisor: Dr. Catherine Dooley
Location: Clinical Psychology Department, Barnes Hospital, Barnes, London.
NHS Trust: South West London and St. George’s NHS Trust
Dates: 15th October 2003 to 26^ March 2004
Clinical Experience
This placement involved carrying out out-patient, in-patient, and community work with 
older people experiencing mental health difficulties. I was able to learn about and 
practice working from a narrative perspective on this placement, and in supervision 
was able to discuss my personal and professional style as a therapist. The clients 
(aged 45 to 85) I worked with were mainly from a White British background. 
Presenting problems included: depression, query dementia, adjustment to physical 
difficulties associated with old age, personality difficulties, behavioural problems, 
anxiety, memory loss, cognitive deficits associated with brain damage, agoraphobia, 
sleep difficulties and blood phobia. In addition to clinical interview, assessments 
included: Multi-modal life history. Geriatric Depression Scale, HADS, 9*^  Stage 
Questionnaire, CAMCOG, NART, WAIS-III, WMS-III, Graded Naming Test, Hayling 
and Brixton and the FAS Test. I also provided one psychology session a week at a 
rehabilitation unit, which involved brief work from CBT and solution-focused 
perspectives to help people with the psychological consequences of physical health 
problems. In addition, I was involved in co-facilitating a ‘Coping with Forgetfulness’ 
group, which ran over six sessions and was attended by three men and two women.
Continuing Professional Development
I attended a PSIGE training day on narrative approaches, and regularly attended 
psychology meetings. I planned, researched and presented a teaching session with 
day hospital staff on working with and managing difficult patients. I also attended 
Trust organised teaching days on MDT working and risk assessment.
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SUMMARY OF OLDER PEOPLE CASE REPORT 
A Narrative Approach to Formulation and intervention with an 84-year-old 
Woman presenting with Depression
Reason for referral: Heidi was an 84-year-old Jewish woman born in Austria. She 
was referred to the Older people CMHT in June 2003 by her G.P. following concerns 
about depression and self-neglect. After a home visit, Heidi was informally admitted 
to an inpatient ward in July 2003 and discharged two months later. Heidi was 
subsequently referred to the psychology department for bereavement counselling, as 
there was an assumption that Heidi had not come to terms with the death of her 
husband nine years ago. Since her discharge from the hospital, Heidi had been 
attending the day hospital twice a week for monitoring and assessment.
Assessment: The trainee assessed Heidi over three sessions at the day hospital. 
Much time was spent developing a rapport with Heidi as she had a history of 
disengaging from services. Heidi was ambivalent about talking with the trainee, 
claiming that she was not ‘mad’ or ‘psychologically ill’. However, she engaged better 
in the assessment process once a conversational style was adopted rather than a 
more formal structured assessment style. Heidi clearly presented as depressed in 
mood, characterised by feelings of hopelessness and helplessness.
There were two main events that Heidi said contributed most to her feelings of 
depression and worry. Firstly, Heidi was worried about her physical health problems, 
which were restricting her day-to-day activities. Following an operation for bowel 
cancer in 1989, Heidi had been left with a ‘dropped bladder’ that had caused her 
urinary and faecal incontinence over the years. This had made life difficult for Heidi 
as she frequently experienced night waking and an altered sleep pattern. In addition, 
she walked with the aid of two walking sticks and had a pronounced stoop, which 
combined with increasing frailty with old age, meant that Heidi was no longer able to 
carry out activities of daily living for herself. She described feeling like a ‘prisoner’ in 
her own home. Secondly, Heidi attributed her depression and hopelessness to how 
she felt about her husband Garry’s death. Heidi had been left feeling terribly guilty 
after Garry’s death as they had fallen out with each other the day before his death 
and he died before she had a chance to resolve the argument with him. Left with 
these feelings, Heidi said that she had isolated herself from people and wanted to be
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left to her ‘fate’. Despite these guilty feelings, Heidi had managed to continue with her 
daily activities. She felt her current difficulties that led to the inpatient admission were 
precipitated more by the deteriorating physical health and the associated practical 
consequences.
Heidi was also proving to be difficult to manage at a service level. She was assessed 
as being at high risk of self-neglect, falls, malnutrition, and social isolation, but was 
refusing home care or any other care packages put together for her by health and 
social services. In addition, the day hospital staff found her to be ‘demanding’ and 
‘manipulative’.
Heidi was born in Vienna, Austria and was the younger of two sisters. Heidi described 
a close relationship with her sister and family. Heidi arrived in the UK at the age of 19 
to avoid the German invasion. She had initially worked as a cleaner and childminder, 
went on to work in fashion houses, and then for a wholesale business until she 
retired. Heidi had met her husband at a garden party in 1948. Heidi knew that Garry 
‘desperately’ wanted children, but she did not, so they had no children. Heidi 
expressed her guilt about this too. She spoke very fondly of her husband and 
described him as her ‘guardian angel’ that was too good for her.
Heidi had no remaining family in the UK, and the one or two remaining friends she 
had were mostly abroad. Heidi lived in a second-floor flat, which she rented privately 
and was having difficulties getting in and out of the flat because of a heavy communal 
door. She was not managing to make her bill payments on time, as she could not get 
to the bank. Heidi had also been refusing meals on wheels, and although her fridge 
was broken she was refusing to buy or new one or get rid of the broken one. She had 
a neighbour who she was close to, but was upset because this neighbour was die to 
move out in January 2004. Heidi complained of having no-one who was there for her.
Heidi scored within the ‘moderate’ range for depression on the Geriatric Depression 
Scale. She also completed a ninth stage questionnaire, which indicated that she was 
struggling with the tasks of adjustment in old age.
Formulation: Heidi’s difficulties were understood in terms of Erickson’s model of 
psychosocial development, placed within a wider narrative framework based on 
social constructionist ideas. Narrative conceptualisation begins from the stance that
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we live our lives by stories that develop over time and are shaped by our interactions 
with others, cultures, and social contexts.
It was hypothesised that Heidi told a ‘problem-saturated’ or ‘thin’ story of her live, 
which spoke only of her problems, and neglected other elements of her life that may 
have been unnoticed or forgotten. As such, Heidi’s dominant story was of her not 
being a nice person to her husband, and of being totally alone with no-one to care for 
her. The dominant story was of hopelessness, helplessness and worthlessness. Heidi 
may have been predisposed to developing this ‘thin’ story due to the number of 
losses she had experienced in the last few years. She had lost many of her friends 
and family through death, as well as the loss of her physical health and 
independence. These kind of losses are hypothesised to be linked to meaning loss in 
the lives of older people, and may have ‘robbed’ Heidi of some of the more 
meaningful stories about her life that she may have had before.
The dominant story may have developed following Garry’s death, which may have 
prompted Heidi to re-evaluate her actions over her life, particularly with regards to her 
relationship with her husband. In the developmental task that is proposed at this time, 
Heidi may not have been able to reach ‘integrity’ due to feelings of regret and 
remorse, which instead led her to despair. Her failing physical health and loss of 
urinary control may have strengthened the dominant story and precipitated the onset 
of the depression. Heidi’s difficulties may have been maintained by cultural and social 
stories around her. Heidi had quite a ‘deterministic’ outlook on life, in which she 
talked about ‘destiny’ and ‘fate’, through which she relinquished any sense of control 
over her own life. There was also a sense from discussion with the clinical team that 
Heidi had some personality difficulties that resonated with characteristics of patients 
with personality disorders. As a result, there was a narrative within the system about 
Heidi being ‘difficult’ and ‘demanding’, which might have reinforced Heidi’s own view 
about her being ‘helpless’ and a lost cause.
Intervention:
A narrative intervention was considered most appropriate for Heidi. A ‘meaning 
making’ approach to narrative work for older people was used to guide the 
intervention along with life review models. The aims for narrative intervention, broadly 
speaking, were to clarify and deconstruct the dominant story using deconstructive
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listening and questioning; access marginalised stories; and construct alternative 
stories through re-authoring aspects of her life and summarising in a narrative letter.
In addition, to intervene at a systemic level, the trainee provided a teaching session 
for the staff team at the day hospital on ‘working with difficult patients’ using the 
literature on working with patients with personality disorders.
Clarification of the dominant story revealed that Heidi often sought love and attention 
from people, but then was unable to cope with the intimacy that came from forming 
close and trusting relationships with people. The dominant story was starting to be 
challenged through observations that Heidi could be quite assertive and confident 
when she wanted to be, which was in contrast to her idea that she was ‘helpless’. 
Also, she was able to recall various incidences when she had done something nice 
for her husband and made sacrifices for him, which challenged her view that she had 
nothing to offer her husband. Heidi was able to discuss the stories she had 
marginalised, for example, about her experiences of migration to Britain, and other 
significant relationships she had. Heidi told many stories that contained themes of 
Heidi being picked out for special attention by people, or where others, particularly 
young, handsome men had taken a shine to her. Her stories of migration told of 
incredible strength and resilience. These stories helped Heidi to challenge her 
dominant story. In the reconstruction of her stories to create thick descriptions, Heidi 
was able to see that she had many rich experiences in life to reflect on and that she 
was in fact someone who others had found attractive and likeable. This was in 
contrast to her initial view that she had nothing to tell about her life and that she was 
a horrible person.
Outcome: Heidi’s scores on the Geriatric Depression Scale remained in the 
moderate range, but there was a slight shift in her responses on the ninth stage 
questionnaire, which suggested that she had shifted slightly towards integrity rather 
than despair compared to the baseline measures. In addition, Heidi had started to 
show signs of developing alternatives to her dominant stories, moving from ‘there is 
nothing much to tell’ to her view that her life would make an ‘interesting movie or 
book’.
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SUMMARY OF CLINICAL EXPERIENCE 
Child and Family Specialist Placement
Supervisor: Mr. Bruce Hoiroyd
Location: Child and Adolescent Mental Health Service (CAMHS), St. Peter’s
Hospital, Chertsey
NHS Trust: Ashford and St. Peter’s Hospitals NHS Trust
Dates: 07^ April 2004 -  24**^  September 2004
Clinical Experience
This specialist placement provided an opportunity to undertake more intervention 
cases and family work with children and adolescents across the age range. Clients 
were males and females (age range: 9 to 17), from primarily a White British 
background. Children and adolescents presented with a variety of problems,
including: anger problems and aggressive behaviour, Tourette’s syndrome, 
separation difficulties, stress-related somatic complaints, depression, self-harm, 
anxiety problems, dog phobia, Asperger’s syndrome, oppositional behaviours, and 
Attention Deficit Hyperactivity Disorder. The dominant model used in this placement 
was narrative, and there was a greater emphasis on carrying out work with families 
compared with the core Child, Adolescent, and Families placement. Many of the 
interventions involved working within a narrative framework using associated
techniques and narrative styles of verbal and written communication. As well as 
assessment for treatment interviews, the followed assessments were used: BDI, 
BHS, BHS, Conner’s scales, WISC-III^"^.
Continuing Professional Development
During the induction phase, I had the opportunity to meet with other professionals 
within the multidisciplinary team to gain an understanding of the different roles they 
have. I regularly attended fortnightly psychology meetings, and occasionally attended 
CAMHS team meetings on a Tuesday, CBT and Psychodynamic psychotherapy 
supervision groups, and educational half days that were scheduled regularly on a 
Trust-wide basis. I also had the opportunity to attend a regional Child Special Interest 
Group (SIG) study day.
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RESEARCH DOSSIER
OVERVIEW
The research dossier of the PsychD in Clinical Psychology portfolio contains the 
Service-Related Research Project completed in Year 1, the Qualitative Research 
Project completed in Year 2, and the Major Research Project completed in Year 3. 
This dossier begins with the research logbook, which documents the range of 
research skills, knowledge, and experience gained throughout the three years of the 
course.
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ABSTRACT
Objective: To assess staff perceptions of Clinical Governance in terms of their 
knowledge, attitudes, and implementation.
Design: A mixed design was employed. Dependent variables were staff responses 
on a questionnaire, which were explored within-participants and between different 
professional groups and types of service.
Setting: The Adult directorate of a large mental health NHS Trust provided the 
setting for this study.
Participants: 5 Community Mental Health Teams, 5 Day-services, and 5 In-patient 
wards were randomly selected to participate. All staff in these services received the 
questionnaire. A response rate of 31.6% was achieved.
Main outcome measure: The ‘Staff Clinical Governance Survey’ (Aguirregabiria & 
Murray, in prep.) was used to measure staff perceptions of Clinical Governance. The 
questionnaire is an un-standardised, in-service publication developed for use in 
another NHS Trust.
Resuits: Descriptive statistics indicated that staff were generally positive about 
Clinical Governance. Non-parametric inferential statistics revealed no significant 
differences between professional groups or between service types. Knowledge, 
attitudes and implementation of Clinical Governance within-participants were found to 
be positively correlated with each other. No significant relationship was found 
between perceptions of Clinical Governance and years of experience in the NHS. 
Conclusions: Results were interpreted in light of the limitations of the study. Future 
audit relating to Clinical Governance within the Trust could focus on requirements for 
its successful implementation.
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INTRODUCTION
Clinical Governance for the ‘New NHS’ was introduced in a government White Paper 
as a framework within which ‘excellence in clinical care will flourish’ (Department of 
Health, 1998). This study examined staff perceptions of Clinical Governance in the 
Adult directorate of a Mental Health NHS Trust.
Clinical Governance places quality at the heart of the NHS and emphasises the need 
for accountability in NHS organisations to maintain high standards of care and 
continuously improve the quality of their services (Bloor, 1998). These standards for 
quality are set by the National Institute for Clinical Excellence (NICE) and the 
National Service Frameworks (NSF). Clinical Governance, life-long learning, and 
professional self-regulation interact to deliver the standards. The implementation of 
Clinical Governance is monitored by the Commission for Health Improvement (CHI), 
which plans to undertake a programme of reviews, visiting every hospital every 3 to 4 
years (Bunch, 2001).
The main elements covered within Clinical Governance have been categorised in 
various ways, often using different terms (see for example Scally & Donaldson, 1998; 
Pilgrim, 1999; Hall & Firth-Cozens, 2000; Halligan & Donaldson, 2001). Essentially, 
Clinical Governance encompasses the areas of clinical audit, risk management, 
service user experience, professional development via training, education and life­
long learning, research and effectiveness, clinical information, and staffing including 
staff management. These elements correspond roughly to the ‘seven pillars’ of the 
‘temple’ model used by the Clinical Governance Support Team (CGST) to capture the 
components of Clinical Governance (Nicholls, Cullen, O’Neill, & Halligan, 2000).
The responsibility for the delivery of these central tenets of Clinical Governance falls 
on all staff working in the NHS. Moreover, staff perceptions and implementation of 
Clinical Governance are important because as Scally & Donaldson (1998) explain, 
the success of Clinical Governance depends on rigorous application, organisation- 
wide emphasis, and positive connotation. The suggestion is that if Clinical 
Governance is not understood, viewed positively, and implemented by staff, it is 
unlikely to be successful, thus making staff the crucial NHS resource (Nicholls, 
Cullen, O’Neill, & Halligan, 2000).
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Despite these emerging themes, however, relatively little empirical research is 
available on staff perceptions about clinical governance and its implementation 
(Hackett, 1999). Furthermore, Firth-Cozens (1999) speculates that there may be 
differing skills and skill gaps between professional groups, which are important to 
consider when looking at developmental needs of staff with regard to Clinical 
Governance.
Preliminary research in this area has proved enlightening. In a study involving over 
220 health service staff, Firth-Cozens (1999) found that considerable goodwill was 
shown towards Clinical Governance. She found that 69% of staff had heard of 
Clinical Governance, although detailed knowledge of what it involved and its 
implication for individual areas of expertise was rare. Furthermore, Wallace, 
Freeman, Latham, Walshe & Spurgeon’s (2001) study found that staff perceived 
insufficient resources, including staff time, money and IT resources, as a major 
barrier to Clinical Governance implementation.
The Trust that was audited^ in this study was of particular interest as it was a large 
mental health Trust. Additionally, the Trust was anticipating a visit from CHI in the 
coming year and so it became important to gain some information about the success 
of Clinical Governance implementation within the Trust before the CHI review. The 
Adult Directorate was the largest, most diverse directorate within the Trust and hence 
a useful context within which to carry out this exploratory study.
Aims
The present study aimed to explore staff knowledge, attitudes towards and 
implementation of the seven main areas of Clinical Governance described above. As 
this study was designed to be exploratory, specific hypotheses were not formulated. 
Instead, the study addressed some exploratory research questions, which are given 
below.
1. How do staff feel in general about Clinical Governance?
 ^ The present study was approved as service audit and therefore did not require ethical 
scrutiny (see appendix 1)
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2. Is there a relationship between attitudes, knowledge and implementation 
of Clinical Governance?
3. Is there a relationship between years of experience in the NHS and 
perceptions of Clinical Governance?
4. Do perceptions of Clinical Governance differ between a) different 
professional groups and b) clinical and non-clinical groups?
5. Do perceptions of Clinical Governance differ between different types of 
service?
METHOD 
Sample
The sample for this study was chosen by randomly selecting one CMHT, in-patient 
ward, and day service from each of the five boroughs covered by the Trust. All clinical 
and administrative staff members in the selected services received the questionnaire. 
A response rate of 31.6% was achieved, with 73 questionnaires being returned of the 
231 that were distributed. The sample breakdown by professional group and type of 
service is shown in Table 1.
Table 1 -  Breakdown of Sample bv Professional Group and Service Tvoe
CMHT In­
patient
Day-
service
Not
Specified
TOTAL
Number
Psychiatry 2 0 1 6 9
Nursing 9 14 3 9 35
Occupational
Therapy 1 0 3 1 5
Psychology 3 0 0 2 5
Social Services 8 0 0 0 8
Administrative 1 0 5 2 8
Not Specified 0 1 0 2 3
TOTAL Number 24 15 12 22 73
119
Service Related Research Project
Design
Dependent variables were participants' responses to questions assessing their 
knowledge of, attitudes towards, and implementation of Clinical Governance. 
Relationships between staff knowledge, attitudes towards, and implementation of 
clinical governance were examined overall, within participants. In addition, 
differences on these dimensions were investigated between independent groups by 
profession and type of service. Since responses on the dependent variables were 
used to make both within and between-participant comparisons, the design of the 
study was mixed.
Materials
The ‘Staff Clinical Governance Survey’ (Aguirregabiria & Murray, in prep.) was 
amended for use in this study. The questionnaire is an un-standardised, in-service 
publication, developed by the authors for another NHS Trust to examine staff 
perceptions of Clinical Governance based on the seven ‘pillars’ framework.
Following consultation with the Adult directorate Clinical Governance lead in the 
present Trust, the questionnaire was altered slightly from the original. The Clinical 
Governance lead had a particular interest in how many staff were familiar with and 
able to locate the key Adult Operational and Care Plan Approach (CPA) policy 
documents, and hence four additional questions were added at the end of the 
questionnaire. Furthermore, two questions addressing knowledge about managing 
risk relating to child protection and self-harm were removed from the questionnaire as 
the Clinical Governance lead felt that these questions were too sensitive.
Open-ended questions asking participants about their professional group, location of 
work, and number of years employed in the NHS were included at the beginning of 
the questionnaire. These were followed by a series of 6 forced-choice, dichotomous 
questions designed to elicit a general impression of Clinical Governance.
The remainder of the questions involved participants rating a series of statements on 
a five-point Likert-type scale, from ‘Strongly disagree’ to ‘Strongly Agree’. These 
questions were constructed to sample knowledge, attitudes and implementation of 
the seven areas of clinical governance outlined in the introduction. Knowledge sub­
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scale scores for the areas of clinical audit, risk management, service user 
experience, professional development via training, education and life-long learning, 
research and effectiveness, clinical information, and staffing including staff 
management were mean averaged to produce an overall knowledge score. The 
overall attitudes and implementation scores were computed in the same way.
The questionnaire was sent with a reply envelope and a covering letter signed by the 
directorate clinical governance lead and the author. The questionnaire and covering 
letter are provided in appendices 2 and 3.
Procedure
Questionnaires were sent to participants by contacting the selected services and 
requesting an updated staff list. These names were checked against a staff list 
obtained from the human resources department to identify any discrepancies in light 
of recent staff turnover. The questionnaires were then batched and sent to the 
manager of each service to distribute to staff. A return deadline was set for three 
weeks after the questionnaires had been distributed. Participants were required to 
return the questionnaires via internal or external post in the reply envelope provided.
A follow-up phone call two days before the final deadline was made to all the selected 
services to remind staff to complete and return the questionnaires. Returned 
questionnaires were accepted up to 2 weeks following the final deadline.
RESULTS
Results were analysed using descriptive and inferential statistics. Non-parametric 
inferential statistics were used, as the variables were not normally distributed and 
were measured at an ordinal level. All significance levels reported are two-tailed, as 
the direction of results was not predicted. The results of the study were fed back to 
the service (appendix 4).
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Staff General Perceptions
The bar chart in figure 1 below shows the percentages (in parentheses) for each 
response on the six dichotomous, ‘Clinical Governance /s...'questions.
Figure 1. -  Bar chart showing respondents’ general perceptions of Clinical 
Governance based on forced-choice dichotomous questions
Q1
Q2
Q)n
I  Q3 
c 
c o
% Q4 0)
3
O
Q5
Q6
Useful (65.8%) Useless (0%)
Tiresome
(21.9%)
Energizing
(19.2%)
Overrated (26%) Underrated
(20.5%)
□  response 1 □  response 2
Welcome (35.6%) Irritating
(16.4%)
Mystery
(19.2%)
Clear (37%)
Simple
(9.6%)
Complex (47.9%)
Relationship between Clinical Governance Attitudes, Knowledge and 
Implementation
Composite knowledge, attitudes and implementation scores were computed from 
participant responses on the Likert scale questions. Table 2 below shows the mean 
scores for knowledge, attitudes and implementation in the group as a whole. 
Standard deviations are given in parentheses.
Table 2 -  Mean knowledge, attitudes and implementation scores.
Mean (S.D.)
Attitudes 4.18(0.51)
Implementation 3.69 (0.62)
Knowledge 3.67 (0.62)
Minimum value (low/negative) = 1, Maximum value (high/positive) = 5
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Spearman’s Rho Correlation Coefficients were used to examine the relationship 
between Knowledge, attitude and implementation of Clinical Governance. A 
significant, positive correlation was found between knowledge and attitudes (r=0.319, 
p<0.006), implementation and attitudes (r=0.461, p<0.0005), and knowledge and 
implementation (r=0.679, p<0.0005).
Relationship between perceptions of Clinical Governance and years of 
experience in the NHS
Number of years of experience in the NHS ranged from 0 to 35 years with a mean of 
10.7 years and a standard deviation of 8.73. Spearman’s Rho Correlations 
Coefficients were used to examine whether perceptions of Clinical Governance were 
related to number of_years of experience in the NHS. Questionnaire composite 
scores were not significantly correlated with years of experience (Knowledge: r= - 
0.07, p<0.60; Implementation: r= -0.15, p<0.21; Attitudes: r= -0.15, p<0.23).
Differences between professional groups on perceptions of Clinical 
Governance
Kruskal-Wallis tests were used to examine differences between the six professional 
groups, and Mann-Whitney ‘U’ tests were used to examine differences between 
‘clinical’ and ‘non-clinical’ staff, on Clinical Governance Attitudes, Knowledge, and 
implementation. ‘Clinical’ staff were categorised as those members of staff who might 
be expected to have strong perceptions of Clinical Governance through their status 
as NHS employees or their clinical profession. Administrative and social services staff 
who do not have a clinical role or who are not directly employed by the NHS 
comprised the ‘non-clinical’ staff group, as they might not be expected to know as 
much about Clinical Governance. Mean knowledge, attitudes and implementation 
scores by the different groups are presented in Table 3 below. Standard deviations 
are given in parentheses.
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Table 3 -  Clinical Governance Knowledge. Attitudes, and Implementation Scores bv 
Professional Groups and Clinical and Non-clinical staff.
Knowledge Implementation Attitudes
Psychiatry (N=9) 3.42 (0.84) 3.19(0.69) 3.80 (0.73)
Nursing (N=35) 3.74 (0.60) 3.81 (0.68) 4.27 (0.46)
Occupational Therapy 
(N=5) 4.10(0.33) 4.09 (0.25) 4.43 (0.38)
Psychology (N=5) 3.57 (0.29) 3.82 (0.32) 4.20 (0.55)
Social Services (N=8) 3.72 (0.46) 3.64 (0.49) 4.14(0.44)
Administrative (N=8) 3.64 (0.73) 3.61 (0.48) 4.01 (0.52)
‘clinical’ 3.70 (0.63) 3.73 (0.67) 4.20 (0.53)
non-clinical’ 3.64 (0.59) 3.71 (0.63) 4.18(0.52)
No significant differences were found between professional groups on knowledge (x^ 
(5) = 5.45, p<0.36), implementation (x^ (5) = 9.46, p<0.09), and attitudes (x^ (5) = 
5.80, p<0.33). No significant differences were found between clinical and non-clinical 
staff on knowledge (Z = -0.32, p<0.75), implementation (Z = -0.97, p<0.33), and 
attitudes (Z = -0.65, p<0.51).
Differences between service types on Clinicai Governance Knowledge, 
Attitudes, and Implementation.
A Kruskal-Wallis test examined differences between service types on Clinical 
Governance knowledge, attitudes and implementation. Mean knowledge, attitudes, 
and implementation scores by service type are presented below in Table 4. Standard 
deviations are given in parentheses.
Table 4. - Clinical Governance Knowledge. Attitudes, and Implementation Scores bv 
Service Tvoe.
Knowledge Implementation Attitudes
CMHT (N=24) 3.67 (0.54) 3.79 (0.50) 4.11 (0.42)
Inpatient (N=15) 3.76 (0.61) 3.70 (0.74) 4.21 (0.38)
Day service (N=12) 3.88 (0.47) 3.77 (0.38) 4.20 (0.54)
No significant differences were found between service types on Clinical Governance 
knowledge (x^ (2) = 2.59, p<0.27), implementation (x^ (2) = 0.40, p<0.82), or attitudes 
(x"(2) = 0.53, p<0.77).
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DISCUSSION
This study aimed to explore staff perceptions of Clinical Governance within the Adult 
directorate of a mental health NHS Trust. Attitudes, knowledge, and implementation 
of Clinical Governance were measured on the seven main areas outlined in the 
introduction. Differences between professional groups and type of service were 
investigated as well as the relationship between years of experience and perceptions 
of Clinical Governance. Limitations of the study have been highlighted and are 
considered in the interpretation of the results.
Interpretation of Results
Encouragingly, everyone who responded on the forced-choice questions thought 
Clinical Governance was useful. Less positively, percentages were split almost 
equally between overrated versus underrated, and tiresome versus energising. Most 
respondents felt that Clinical Governance was complex rather than simple, and it is 
arguable whether this is an encouraging or discouraging result. From the introduction, 
Clinical Governance has been explained in various ways, possibly making it appear 
more complex than it actually is. However, Clinical Governance is not entirely simple 
and to perceive it as such might be considered naive.
These results are somewhat reflected in the mean composite attitudes, 
implementation and knowledge scores for the sample. Consistent with respondents’ 
strong perception of Clinical Governance as useful, the ‘attitudes’ mean score was 
the highest. However, the mean ‘knowledge’ score was the lowest, indicating that 
respondents were not as strong on their knowledge of Clinical Governance as they 
were on their attitudes. This supports Firth-Cozens’ (1999) finding that although staff 
showed goodwill towards Clinical Governance, detailed knowledge about it was rare.
Knowledge, attitudes and implementation of Clinical Governance were, however, 
found to be significantly, positively associated with each other. From the introduction, 
the success of Clinical Governance depends on a combination of positive 
connotation, rigorous application and understanding (Scally & Donaldson, 1998). The 
results from this sample suggest that respondents who, for example, know more 
about Clinical Governance, are also likely to implement it more and feel more
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positively about it. Conversely, a negative attitude towards Clinical Governance may 
be accompanied by less knowledge and implementation.
Hence, when devising Clinical Governance training programmes, it may be useful to 
incorporate strategies that relate to improving staff attitudes, knowledge, and 
implementation to ensure the success of Clinical Governance. Given the different 
ways that it has been explained, it might be useful for training programmes to provide 
operational, working definitions of Clinical Governance to facilitate and increase staff 
knowledge.
There were no significant differences between any of the groups identified in this 
study. Although the mean scores were slightly lower in the ‘non-clinical’ group 
compared to the ‘clinical’ group, this difference was not significant. This was 
surprising as the non-clinical group, which comprised social services and admin staff, 
might have been expected to have less Clinical Governance knowledge, less 
implementation and greater ambivalence towards it. No significant differences were 
found between different service types.
Given the small number of respondents in each of identified groups, the results 
indicate a further investigation of group differences in a larger sample to ascertain 
whether significant differences really do exist. There were other limitations in this 
study to consider when interpreting the results.
Study Limitations
Questions relating to ‘professional group’ and ‘location of work’ were open-ended. 
These questions yielded various responses, which proved difficult to categorise into 
groups for analysis. The ‘location of work’ question particularly lead to many 
responses being re-coded as ‘missing’ as the service type was not clear from the 
participant’s responses. As such, results relating to between-group comparisons must 
be interpreted cautiously.
This limitation could have been avoided. These questions could have been 
constructed in a forced-choice way requiring respondents to tick boxes to indicate 
their response. Phrasing the question as ‘type of service’ rather than ‘location of work’
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might also have avoided misinterpretation. Alternatively, the questionnaires could 
have been printed on different colour paper to differentiate the service types.
The six dichotomous questions yielded many missing responses. This could be 
because respondents did not understand the requirements of the question, which 
could have been rectified by making the instructions more transparent, or by 
providing an example. Also, respondents may have felt uncomfortable with 
committing to one or the other extreme choice in each of the questions, and as such, 
missed the section entirely.
The response rate in this study was only 31.6%. Other studies using the same 
questionnaire have reported response rates of up to 58% (Murray, Aguirregabiria & 
White, 2002). The low response rate could reflect a number of things and also has 
implications for the interpretation of results. Many staff received the questionnaire a 
few days before or on the return deadline date, highlighting a practical problem with 
the reliability of the internal mail.
Furthermore, it is important to consider the characteristics of non-responders. 
Perhaps lack of response is an indication of their perceptions of Clinical Governance. 
For example, the attitude of one member of staff who received the questionnaire late 
was ‘it only arrived today, so we’ve all binned them’. It is therefore difficult to make 
conclusive interpretations of the results as the 68.4% of staff who did not return the 
questionnaire may have shown a different pattern of responses. Possible ways of 
improving the response rate could be publicising the study at staff team meetings 
before sending out the questionnaires or perhaps distributing the questionnaires at a 
staff meeting and then arranging to pick them up on a specific date.
The method of sampling did not include directorate staff at top managerial or 
executive level or those who worked in any specialist services. The questionnaire 
could have been sent to everyone working in the Adult directorate. However, this 
would have been difficult given the size of the adult directorate and the lack of an 
accurate and comprehensive directorate staff list that was highlighted in the process 
of this study.
The limitations relating to the scope of the questionnaire can also be regarded as a 
direction for future research. Staff responses to implementation questions may be
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influenced by how much the resources of the service enable Clinical Governance to 
be implemented. This may also impact on staff knowledge and attitudes. From the 
introduction, Wallace, Freeman, Latham, Walshe & Spurgeon (2001) found that staff 
perceived lack of resources of all types to be a major barrier to Clinical Governance. 
Perceived barriers were not assessed in this study, but may be a fruitful line of 
investigation to follow in future audit.
Implications
Further audit stemming from this study could focus on replicating this study in other 
directorates. Improving the response rate and recruiting a larger sample may also 
show up significant differences between groups that were not shown in this study. 
The results of this study can serve as a baseline of staff perceptions to guide and 
tailor education and directorate Clinical Governance activities.
128
Service Related Research Project
REFERENCES
Aguirregabiria, A. & Murray, J. (in prep). The Staff Clinical Governance Survey.
Bloor, K. (1998). Clinical Governance: Clinician Heal Thyself?, London: Institute of 
Health Services Management.
Bunch, 0. (2001). Review: clinical governance. British Journal of Haematology, 533- 
540.
Department of Health (1998). A First Class Service-Quality in the NHS. London: 
Stationery Office.
Firth-Cozens, J. (1999). Clinical governance development needs in health service 
staff. British Journal of Clinical Governance, 4(4): 128-134.
Hackett, M.C. (1999). Implementing clinical governance in Trusts. International 
Journal of Health Care Quality Assurance, 12(5): 210-213.
Hall, J. & Firth-Cozens, J. (2000). Clinical Governance in the NHS: a briefing. Division 
of Clinical Psychology Information Leaflet No. 4. BPS publications.
Halligan, A. & Donaldson, L. (2001). Implementing clinical governance: turning vision 
into reality. BMJ, 322:1413-1417.
Murray, J., Aguirregabiria, A. & White, N. (2002). NHS staff attitudes to clinical 
governance. Clinical Psychology, 20: 28-32.
Nicholls, S., Cullen, R., O’Neill, S. & Halligan, A. (2000). Clinical governance: its 
origins and its foundations. British Journal of Clinical Governance, 5(3): 172-178.
Pilgrim, D. (1999). Making the best of clinical governance. Journal of Mental Health, 
8(1): 1-2.
Scally, G. & Donaldson, L. (1998). Clinical governance and the drive for quality 
improvement in the new NHS in England. BMJ, 317:61-65.
Wallace, L.M., Freeman, T., Latham, L., Walshe, K., Spurgeon, P., (2001). 
Organisational strategies for changing clinical practice: how trusts are meeting the 
challenges of clinical governance. Quality in Health Care, 10:76-82.
129
Service Related Research Project
APPENDIX ONE
Audit Declaration Form
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P s y c h D  C l in ic a l  P s y c h o l o g y
Service Related R esearch Project 
E thical Scrutiny Form
The nature o f  the proposed project is  such that I am satisfied that it w ill not require scrutiny 
by the trust’s ethical committee.
Name o f  Supervisor;......
Signature o f  Supervisor:
Name o f  Trainee:........ . .u:        ;.................... .WRrd
Title o f  SRRP:
..Æ .... .................................................................................................
D a t e : ........
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APPENDIX TWO
Covering letter for questionnaire
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■ m m
M ental Health NHS Trust
Staff Survey
Dear Colleague,
As part of the 'and Clinical Governance activities, the
Adult Services Directorate is carrying out a brief survey of all staff working within the directorate. 
We would therefore like to ask you to take a moment to fill out this questionnaire.
This questionnaire has been sent to all members of staff in the Adult Directorate, both clinical and 
non-clinical. It addresses your views on Clinical Governance and its role in your day-to-day work.
It is intended that the survey will provide a representative picture of staff awareness of Clinical 
Govemance and some idea of the support that staff receive to necessitate its implementation. 
This may aid professionals involved in implementing Clinical Governance in the Trust, as the
information from the questionnaire can be used to guide their decision-making.
ALL RESPONSES RECEIVED WILL BE COMPLETELY CONFIDENTIAL AND ANONYMOUS.
Thank you for your help.
Yours sincerely,
■ ____
Di.
Trainee Clinical Psychologist Adult Directorate Clinical Governance Lead
RETURNING THE QUESTIONNAIRE
Please return questionnaires via in the envelope provided by
Friday .
To: Adult Directorate Clinical Governance Survey,
If you have any queries or require any further information about completing this
questionnaire,please contact on
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APPENDIX THREE
Clinical Governance Questionnaire -  both sides
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APPENDIX FOUR
Evidence of Feedback to the Service
(Letter from Clinical Governance Lead and 
Feedback Summary Sheets Provided)
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mza
(VIental Health NHS Trust
Community Mental Health Team
-^elr
Fax:
10"" September 2002
TO WHOM IT MAY CONCERN
Re:— Service Related Rejsearch Eroiect -  Clinical Governance Survey
This is to confirm that I met with me on the 2' '^^July 2002, and she presented me
with a very detailed feedback about her research project both verbally and via the 
summary sheets.
The project has been extremely helpful to our service and we have used it in developing 
our Clinical Governance strategy.
Youcs sincerelyr iK^
(
RCP MRCGP MRCPsych
Consultant Psychiatrist
Trust Headquarters: -----------------
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ADULT DIRECTORATE CLINICAL GOVERNANCE SURVEY
SUMMARY and FINDINGS
AIMS
To examine attitudes towards, knowledge of and implementation of Clinical 
Governance in Adult Directorate staff.
METHOD
One CMHT, inpatient ward, and day service was selected at random from 
each of the five boroughs covered by
Mental Health NHS Trust. All staff within the selected services were sent a 
questionnaire, via service managers. The questionnaire was accompanied by 
a covering letter from the researcher and the Clinical Governance Lead. A 
reply envelope was also enclosed.
Questionnaire
1. Open-ended questions for job title, location of work, and years of 
experience in the NHS
2. ‘Clinical Governance is .... ‘ question -  6 forced choice, dichotomous 
statements
3. Main questions measured on a five-point likert-type scale from strongly 
agree to strongly disagree. Also included options for ‘not applicable’ 
and ‘don’t know’
4. Sampled Clinical Governance knowledge, attitudes and implementation 
on seven key areas covered by Clinical Governance.
Questions KNOWLEDGE > Clinical Audit
constructed > Risk Management
to sample: > Service User Experience
ATTITUDES >  Professional Development
> Research & Effectiveness
> Clinical Information 
IMPLEMENTATION > Staffing & Staff management
Sample
A response rate of 31.6% was achieved, with 73 questionnaires being 
returned of the 231 that were distributed. Table 1 overleaf shows the 
breakdown of the sample by professional group and service type. ^
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Table 1 -  Breakdown of Sample bv Professional Group and Service Type
CMHT In­
patient
Day-
service
Not
Specified
TOTAL
Number
Psychiatry 2 0 1 6 9
Nursing 9 14 3 9 35
Occupational
Therapy 1 0 3 1 5
Psychology 3 0 0 2 5
Social
Services 8 0 0 0 8
Administrative 1 0 5 2 8
Not Specified 0 1 0 2 3
TOTAL
Number 24 15 12 22 73
RESULTS
1) General Attitudes -  forced choice statements.
Graph 1 - ‘Clinical Governance’ is
Q1
Q2
0)
I  Q3 
c
I Q4o
3o
Q5
Q6
Useless (0%)Useful (65.8%)
Tiresome Energizing
(19.2%)
Overrated (26%) Underrated
(20.5%)
□  response 1 □  response 2
W elcome (35.6%) Irritating
(16.4%)
Mystery
(19.2%)
Clear (37%)
Simple
(9.6%)
Complex (47.9%)
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2) Relationship between Clinical Governance Attitudes, Knowledge and 
Implementation
Composite knowledge, attitudes and implementation scores were computed 
from participant responses on the Likert scale questions. Table 2 below 
shows the mean scores for knowledge, attitudes and implementation in the 
group as a whole. Standard deviations are given in parentheses.
Table 2 -  Mean knowledge, attitudes and implementation scores.
Mean (S.D.)
Attitudes 4.18(0.51)
Implementation 3.69 (0.62)
Knowledge 3.67 (0.62)
Minimum value (iow/negative) = 1, Maximum value (high/positive) = 5
Test: Spearman’s Rho Correlation Co-efficient
Results: Significant positive correlations were found between
>  Knowledge and attitudes (r=0.319, p<0.006)
>  Implementation and attitudes (r=0.461, p<0.0005)
>  Knowledge and implementation (r=0.679, p<0.0005)
3) Relationship between perceptions of Clinical Governance and years of 
experience in the NHS
Number of years of experience in the NHS ranged from 0 to 35 years with a 
mean of 10.7 years and a standard deviation of 8.73.
Test: Spearman’s Rho Correlation Co-efficient
Results: Questionnaire composite scores were not significantly correlated
with years of experience, but the correlation co-efficients 
obtained indicated a trend towards a negative correlation.
4) Differences between professional groups on perceptions of Clinical 
Governance
Looked at differences between professional groups on perceptions o f Clinical 
Governance. Also looked at differences between ‘Clinical’ health professions 
and ‘Non-clinical’ professionals (administrative and social services staff).
Graph 2 below shows the mean Clinical Governance Knowledge, 
Implementation, and Attitude scores by professional group.
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Graph 2 - Clinical Governance Knowledge. Attitudes, and Implementation 
Scores bv Professional Groups and Clinical and Non-clinical staff.
6®'
.0^
Knowledge □Implementation □  Attitudes
Test: Kruskal-Wallis & Mann-Whitney ‘U’
Results: No significant differences were found between professional
groups on knowledge, implementation, and attitudes. No 
significant differences were found between clinical and non- 
clinical staff on knowledge, implementation, and attitudes.
5) Differences between service types on Clinical Governance 
Knowledge, Attitudes, and Implementation.
Looked at differences between service types on perceptions of Clinical 
Governance. Graph 3 below shows the results.
Graph 3 - Clinical Governance Knowledge, Attitudes, and Implementation 
Scores bv Service Tvpe.
4.3 -1 
4.2 
4.1
4
3.9
3.8
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3.4 a i
A®®
Ï1 Knowledge ■Implementation □  Attitudes
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Test: Kruskal-Wallis
Results: No significant differences were found between service types on
Clinical Governance knowledge, implementation, or attitudes (x^(2) = 0.53, 
p<0.77).
6) Results relating to additional questions on Adult Operational and CPA 
Policies.
Four questions were added to the end of the questionnaire relating to 
familiarity with and ability to locate Adult operational and CPA policy 
documents. Frequencies of responses to each of these questions are shown 
below in pie charts
Q1) I am familiar with the Adult Directorate Operational Policy
does not apply to me 
don't know
disagree
strongly disagree
strongly agree
neither agree no dis
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Q2) I can locate a copy of the Adult Directorate Operational Policy
does not apply to me 
don't know
strongly disagree
disagree
neither agree no dis
39.7%
strongly agree
agree
0 3 ) I am familiar with the Trust’s CPA Policy
no response 
does not apply to me 
strongly disagree 
disagree
neither agree no dis strongly agree
agree
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Q4) I can locate a copy of the Trust’s CPA policy
no response
does not apply to me
don't know
strongly disagree 
disagree
neither agree no dis
k strongly agree
agree
POINTS FOR DISCUSSION
Cautions for Interpretation
>  Accuracy of self-report
>  Numbers in each of the groups quite low and unbalanced
> Response rate quite low compared to CAMHS directorate where same 
questionnaire study was carried out. Their response rate was over 50%.
> Don’t know the opinions of the nearly 70% who did not return 
questionnaires
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Difficulties with data collection
>  Originally intended to send questionnaire to all staff working within the 
Adult Directorate. However, It proved impossible to locate an up-to-date 
and accurate list o f staff within the Adult Directorate, despite various 
attempts. Managed to obtain a list from one person in Human Resources, 
but it was inaccurate. As such, decided to pick a random sample of 
services and obtain staff lists from the services themselves.
>  Many respondents did not receive the questionnaire until the day before 
the printed return date, despite the questionnaires being sent out at least 
two weeks before. Hence, difficulties with internal and external mail not 
been delivered from the post room became a problem.
>  Unsure whether many respondents discarded the questionnaires because 
of late arrival -  one member of staff rang up on the return date to say that 
they had just received the questionnaire and as such, they had all ‘binned 
them ’.
Problems with Questionnaire
>  Forced-choice questions answered quite poorly in general. Lots of missing 
responses. Perhaps the questions were not clear enough. Alternatively, 
respondents did not like to make a forced choice.
>  Open-ended question about location of work at the beginning of 
questionnaire did not provide adequate information about ‘type of service’. 
Hence, majority o f responses were ‘non-specified’. The ‘professional 
group’ question and ‘type of service’ questions may have been better 
constructed as forced-choice ‘tick-box’ responses.
Nisha Karia
Trainee Clinical Psychologist
Contact Details:
Nisha Karia, Trainee Clinical Psychologist 
PsychD. In Clinical Psychology 
University of Surrey 
Guildford 
Surrey, GU2 7XH
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INTRODUCTION
Professional practise guidelines from the Division of Clinical Psychology (OOP) 
(British Psychological Society (BPS), 1995) outline a number of duties for clinical 
psychologists, including trainees. Clinical psychologists are required to be alert to 
power differentials in the therapeutic process. Also, the guidelines suggest that the 
demands of clinical work, interacting with clinician’s own personalities and other 
stressors, can result in personal distress, which clinical psychologists need to resolve 
in order to maintain their fitness to practice. The guidelines also explicitly state that 
psychologists need to ensure good personal and professional support to safeguard 
their own well-being. One of the methods proposed to address such needs by the 
guidelines is personal psychotherapy.
Furthermore, Clinical psychology training is thought to present additional unique 
stressors associated with training (Holzman, Searight, & Hughes, 1996). This is 
recognised by the University of Surrey Clinical Psychology course handbook, which 
acknowledges that the training makes considerable demands on trainees both 
academically and emotionally (Course Handbook, 2001). There is an expectation on 
the course that these matters are taken seriously by trainees and that, in line with the 
professional practise guidelines, trainees will take appropriate steps to ensure they 
are well-supported. Moreover, the course recognise that trainees may wish to 
undertake individual therapy as part of their own development, but regard this as a 
matter of ‘individual choice’ (Course Handbook, 2001). At present, it is not a 
mandatory requirement for trainee clinical psychologists to undertake personal 
therapy as part of their training.
Similar issues have been highlighted by the Division of Counselling Psychology of 
the BPS, who emphasise practitioners’ personal development and awareness of the 
dynamics of the therapeutic process as essential ingredients in the therapeutic 
process (Woolfe, 1996). On this basis and in contrast to the stance adopted by 
clinical psychology training, it is a mandatory requirement for trainee counselling 
psychologists to undertake a minimum of 40 hours of personal therapy.
The assumed rationale behind this requirement has been well documented (Grimmer 
& Tribe, 2001). However, while the empirical evidence has demonstrated that the 
majority of counselling psychologists are in favour of the mandatory requirement for
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personal therapy, drawbacks and concerns have been highlighted along with benefits 
(Williams, Coyle & Lyons, 1999).
The beneficial effects that have been described and supported by research include 
the modelling of clinical methods, learning about therapy itself and dealing with 
personal and training issues (Williams et al, 1999); support for the emerging 
professional, interactions between personal and professional development, reflection 
on being in the client role, and the validation of therapy as an effective intervention 
(Grimmer & Tribe, 2001).
On the other hand, a number of concerns have also been raised about potential 
negative effects of mandatory personal therapy during training. For example, 
Macaskill (1988) found that a significant minority of trainee therapists reported 
negative outcomes of therapy. In this study, evidence was not found to support the 
claim that personal therapy had beneficial effects on therapeutic effectiveness, which 
may be linked to the uncovering emotional distress during early stages of training 
(Macaskill, 1988). In addition, voluntary engagement is usually considered essential 
for productive therapy, which raises doubts about the efficacy of mandatory therapy 
(Grimmer & Tribe, 2001). Other noted concerns include the allocation of scarce 
resources to trainees rather than those in crisis, and the necessity of personal 
therapy for a well-balanced individual receiving good supervision and adequate 
support from other sources (Grimmer & Tribe, 2001).
There has been little research into trainee clinical psychologist’s perceptions of 
personal therapy during clinical training with the notable exception of one USA study 
by Holzman et al. (1996). This survey found that a significant number of clinical 
psychology trainees had engaged in personal therapy and reported positive 
experiences. Those who had engaged in personal therapy had endorsed it as 
important for practicing as a therapist, although this was mediated by the 
respondent’s theoretical orientation. Those with a preferred psychodynamic 
orientation endorsed this benefit more strongly than those with a cognitive- 
behavioural orientation. The most frequently cited reason for seeking personal 
therapy was personal growth, closely followed by the desire to improve as a 
therapist. Of those who did not engage in personal therapy, the lack of need and 
financial constraints were cited as the primary reasons.
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While the therapeutic encounters and the demands of training are similar for 
counselling and clinical psychologists, the importance given to undertaking personal 
therapy is apparent for trainee counselling psychologists and this assumption has 
generated research interest. In contrast, personal therapy is regarded as a matter of 
‘individual choice’ by clinical psychology training courses and there has been 
relatively little research interest in trainee clinical psychologists’ views on personal 
therapy during clinical training even though the literature shows that a significant 
number of trainee clinical psychologists do choose to undertake personal therapy 
(Holzman et al., 1996).
Furthermore, the added dimension of being able to choose personal therapy or not 
may have particular meaning for clinical trainees regarding what questions it might 
raise in the minds of others about their emotional stability and appropriateness for the 
profession (Holzman et al., 1996). As such, it cannot be assumed that the 
counselling trainees’ perceptions would translate to clinical trainees’ perceptions. On 
this basis, the present study intended to explore trainee clinical psychologists’ 
perceptions of the desirability of personal therapy during clinical training.
METHOD 
Participants
The research was conducted at the University of Surrey by a group of seven second- 
year trainee clinical psychologists. Third-year clinical psychologists were selected by 
the research group to participate in the research as they could reflect on nearly three 
years of experience of clinical training with regard to the research topic. Participants 
were accessed through the ‘buddy’ system operated by the Clinical Psychology 
course. Group members each had an allocated third year ‘buddy’. The buddy’s 
primary role was to act as an experienced mentor and source of information. As 
these buddy relationships were already in existence, approaching buddies to 
participate in the research was regarded as practical in terms of time constraints and 
facilitating rapport during the interview.
Interview Schedule
Semi-structured interview was used to collect data from the participants. The 
research group developed one interview schedule (appendix 1) together by
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amalgamating individually designed interview schedules. As suggested by Barker, 
Pistrang & Elliot (1994), the interview schedule was loosely structured, non-directive 
and listed the areas to be covered. Based on Willig (2001), open-ended questions 
were followed by various evaluative and structural questions to encourage 
participants to elaborate on their responses and provide a rich account of their views 
on the research topic. The issues that were highlighted in the reviewed literature 
guided the content of the interview.
Procedure
Group members interviewed their buddy individually in a quiet place. The interviews 
lasted approximately thirty minutes and were tape-recorded. Formal piloting was not 
carried out due to time constraints. However, the research group member who 
carried out the first interview fed back to the research group about the experience of 
the interview and any difficulties encountered. Participants were given information 
sheets (appendix 2) and were required to sign a consent form (appendix 3)
Analytic Strategy
Each tape-recorded interview was transcribed (appendix 4). The research group 
analysed the seven interviews together using Interpretative Phenomenological 
Analysis (I PA) (Smith, Jarman & Osborn, 1999). I PA was chosen because it aims to 
explore the phenomena in question from the research participant’s perspective, 
capturing the quality and texture of individual experience (Willig, 2001). Inherent in 
I PA’S assumptions is the recognition that the analysis offered by the researcher will 
be an interpretation of the participant’s experience shaped by the interpretative 
frameworks of the researcher and the interaction between the researcher and 
participant (Smith et al., 1999).
While analysing the data as a group has helped to ensure that particularly 
idiosyncratic interpretations were monitored and challenged, a significant element of 
subjectivity for the whole group was nevertheless present. In particular, the issue of 
personal therapy during clinical training was pertinent to the researchers as well 
given that they were also trainees.
As I PA regards this degree of subjectivity as part of the analytic procedure, rather 
than as a confound, it is inappropriate to invoke the conventional methods associated
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with quantitative data to evaluate this study. The reader may refer to guidelines 
suggested for qualitative research for evaluative purposes (e.g. Yardley, 2000; Elliot, 
Fischer & Rennie, 1999).
Each researcher in the group carried out the first stage of I PA as described by Smith 
et al. (1999) individually on their own transcripts. This involved reading and re­
reading the transcript and making notes in the left-hand margin. Next, the research 
group met to check consistency for the first stage of the process and continue to the 
next stage of developing themes and sub-themes and looking at the links between 
them, using all the transcripts.
Due to time limitations, the themes and sub-themes were identified in one transcript 
first, which helped to give the process structure. The other transcripts were all 
compared to the first transcript and a Table of themes and sub-themes was amended 
with each transcript.
ANALYSIS
Demographic information collected for the seven participants is presented in Table 1. 
Pseudonyms have been used to maintain confidentiality.
Table 1 -  Participants' Demographic Information
NAME SEX (M/F) AGE ETHNICITY LEGAL MARITAL 
STATUS
CHILDREN
Naomi F 29 White British Married None
Alice F 26 White British Single None
Anne F 30 White British Single None
Betty F 29 White British Single None
John M 29 White British Single None
Clive M 28 White British Single None
Sally F 28 White British Single None
The themes and sub-themes generated and agreed by the research group are 
presented in Table 2 below. Illustrative examples taken from the transcripts are 
included to ground the analysis in the data and enable the reader to get a flavour of 
the accounts upon which the analysis was drawn.
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Table 2 -  Themes and Sub-themes
THEMES SUB-THEMES ILLUSTRATIVE QUOTATIONS
Perceived
Benefits
Personal Growth/Awareness ”1 think it’s essential for self-awareness” (Sally)
“therapy will get you In touch with who you are” 
(Naomi)
Specific Problem Solving “I’ve actually found that it’s been invaluable ... 
getting over those situations” (Betty)
“If 1 had something difficult personally 1 might have 
sought extra help” (Naomi)
“It think it’s more of a ... problem solving exercise” 
(John).
Increasing Understanding of Patient 
Perspective
“seeing how frightening it can be actualiy telling 
somebody that you need some help” (Betty)
“learn a lot about ..how it feels to sit in that chair 
and have the other person looking at you and 
thinking ’1 wonder what they’re thinking about me’ ’’ 
(Naomi)
“benefits ...knowing the experience of 
therapy...how the client’s feeling...being able to out 
yourself in their shoes throughout the whole load of 
therapy” (Clive)
Professional Development “Invaluable in kind of developing me as a clinician” 
(Betty)
“potential advantages about... learning from an 
experienced therapist”
“you can incorporate elements of somebody else 
into your own therapeutic style” (John)
Perceived
Drawbacks
Practicalities (Money/Time constraints) “It’s an extra financial burden that 1 could do 
without” (Alice)
“difficult to juggle all the demands of the course” 
(Naomi)
“personally 1 don’t have the time or money for it” 
(Anne)
“could’ve written a couple of hundred words in that 
time” (John)
Stigma (Evaluation/Judgement from the 
course)
“1 very much got the feeling that 1 needed to be 
competent and 1 needed to be without 
psychological problems .... There still feels lots of 
stigma ... does that mean that 1 can’t cope and that 
I’m no good, and 1 shouldn’t be on this course? ” 
(Betty)
‘Pandora’s box’ (emotional strength 
needed for therapy at stressful time 
during training)
“have reservations about doing it alongside it 
because of the issues that it brings up for you as a 
person...don’t know how much energy you could 
have” (Naomi)
“emotional energy that would be required to go 
down ..therapy .... Pandora’s box...don’t know if 1 
could afford for that to be opened whilst I’m in 
training” (Anne)
“Therapy does in many ways open a can of worms 
for you” (Sally)
Questionable worth if no need/therapy 
mandatory
“1 suppose it could turn into a negative experience if 
you really don’t want to do it and you don’t see a 
particularly good reason for doing it” (Clive)
It’s important for people to have the reason to go ...
1 like to manage things as they come up and then if 
1 need additional help I’ll seek it” (John)
Individual
Choice
Mandatory versus Voluntary “1 think if it was imposed upon people .... A lot of 
people wouldn’t like it” (John)
154
Qualitative Research Project
“1 think it’s personal choice ... 1 don’t think it can be 
mandatory for everybody because clinical training 
is very stressful and 1 don’t think you should push 
that onto people” (Naomi)
Using alternative support 
(supervisors/friends)
‘Through friends and family and that sort of
support, being able to offload..... that’s what
family’s for” (Anne)
Awareness of options “perhaps greater information” (Alice)
“make it more accessible for people who wanted it” 
(Anne)
“set up options with people” (John)
“1 would get people to come and talk to trainees 
about perhaps ... their own theoretical 
perspectives and the kinds of therapy they do” 
(Sally)
Influences Personal experiences of therapy 
(Reflective Practitioner Group and 
Individual)
“mainly from my personal therapy ... discussions 
with my personal therapist... shaped my thinking a 
little bit about personal therapy (Sally)
“more relevant example would be the reflective 
practitioner group which isn’t quite the same as 
personal therapy .... It didn’t feel like the personal 
growth experience” (Anne)
Specialist teaching in a particular model 
(e.g. psychodynamic)
‘Through the psychoanalytic teaching we have had 
on this course ... 1 have come to be much more 
aware of the of the therapeutic relationship ... 1 
think personal therapy helps you understand that a 
bit more” (Sally)
Development of opinions through training “when you get to the third y e a r... you’re more 
reflective on yourself and you realise the impact 
things are having on you and you are more open to 
admitting that you might need therapy or are having 
therapy” (Naomi)
“extremely daunting if I’d had to have done it at the 
beginning, whereas now actually 1 find it quite 
interesting” (Alice)
Theoretical Orientation “because I’m very CBT oriented 1 think. I’m not a 
big one for therapy as building your personality” 
(John)
“working psychodynamically there is a need that 1 
would quite like to know perhaps some of the things 
that 1 might be bringing into therapy sessions” 
(Anne)
The results of the analysis will firstly be described in general. Following this, one or 
two themes will be discussed in depth.
Trainees were able to identify both professional and personal benefits from engaging 
in personal therapy. Perceptions of professional development centred on learning 
from the therapist both in terms of technique and style, which could be incorporated 
into own therapeutic style. Those trainees that regarded personal therapy as being 
beneficial for personal development outlined being able to understand their own 
motives for being a psychologist, understanding what they bring to therapy and 
increasing understanding of the self. Understanding the patient’s perspective
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through first hand experience was a primary reason mentioned by all trainees, even 
those who did not think personal therapy was particularly desirable.
However, there was a sense from some accounts that personal therapy during 
training may not be so beneficial due to the problems of uncovering emotional 
distress while managing the stresses and demands of clinical training (The 
‘Pandora’s box’). Moreover, participants’ opinions appear to have evolved through 
training, with many trainees perceiving therapy as more acceptable now than they 
had done prior to or in the early stages of training. There was also a view that 
therapy would have been harder to deal with in the early stages of adjustment to the 
course demands. This resonates with the concerns raised in the literature about 
uncovering emotionally distressing material in the early stages of training (Macaskill, 
1988; Williams et al. 2001).
Practicalities were a major drawback identified by trainees. Many trainees felt that 
balancing the demands of training with personal life left them with very little time or 
money to consider personal therapy. While the trainees claimed that the course is 
generally supportive if trainees want to undertake personal therapy, the accounts 
gave the impression that the issue of negative evaluation from the course or ‘stigma’ 
was quite a worry.
The degree to which trainees would advocate personal therapy and perceived it as 
desirable seemed to be influenced by various factors. For example, trainees who had 
had previous experiences of personal therapy or who had been involved in the 
psychodynamic teaching module seemed to show a much greater appreciation of the 
potential benefits for developing the therapeutic relationship. On the other hand, 
those trainees with a preferred cognitive-behavioural orientation regarded personal 
therapy as being of questionable worth in the absence of real need, although useful 
in terms of learning. This somewhat resembles the opinions expressed by clinical 
psychology trainees in Holzman et al’s (1996) study.
The trainees almost unanimously felt that the element of choice should remain and 
that a mandatory personal therapy requirement might make people resentful. A 
number of trainees related this to their experiences of the Reflective Practitioner 
Group.
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Stigma
The issue of stigma does not feature in the literature looking at the virtues of personal 
therapy for counselling trainees. Possibly, this is not an issue for counselling trainees 
given that their peers will be undertaking personal therapy and it is a mandatory 
requirement from the course. For this sample of clinical trainees, however, stigma 
presented as a major concern. There was a general concern that experiencing 
difficulties or ‘needing’ therapy might lead to a negative evaluation of you in terms of 
being vulnerable and unable to cope as the following quotations suggest:
“perception of needing therapy as .. you’re vulnerable stigma, that’s the
word I was looking fof' (Anne)
“my impression of the course ... has been that there’s sometimes a negative
focus so that i f  you’re having difficulty then there’s gonna be a focus on
it” {John)
“for a lot of training courses you can, things can be seen in a negative way -  
that you aren’t coping” (Naomi)
There was also a feeling that being perceived as not being able to cope, might also 
translate to being evaluated as lacking in competence:
“It did feel that it was quite stigmatising to, to not be coping. To not be doing 
as well as I should be. ” (Betty)
A tentative link was apparent between the theme of ‘awareness of options’ and the 
issue of stigma. There was a feeling from the participants that although options for 
support and therapy were presented by the course, the options were not ‘marketed’ 
as particularly desirable, perhaps leaving trainees doubting the genuineness of those 
options and feeling judged if they did take them up. From the following quotations, it 
seems as though this may have contributed to the perception of stigma being 
associated with having personal therapy:
" ..., and although there was kind of ideas around and support that you could 
have .. . it  wasn’t really at the forefront of thinking about your training. ” (Betty)
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7 don’t remember it being mentioned at the beginning of the course” (John)
“there are things in the handbook about things that you could do, but I guess 
there still feels a lot of stigma again about doing those things” (Betty)
As such, it is unsurprising that most of the participants recommended having more of 
a discussion about the options for therapy at the start of clinical training as shown in 
the examples below.
“I guess promoting more open discussion that things do go wrong ... / think it 
needs to be a bit more explicit that sometimes people need to stop” (Betty)
“it would have been quite interesting for us, to have perhaps, a talk .. at the 
beginning” (Alice)
Professional Development
Professional development was a perceived benefit identified in the data. Of interest 
to the author, however, was the way that this theme seemed to relate to 
‘understanding the client’s perspective’ and ‘personal development’. Firstly, there 
was a sense that engaging in personal therapy could help develop the therapeutic 
style by means of observational learning :
“helps you to understand ...look out for things tha t.. ways you might be quite 
powerful or ways that you might influence the therapy process, so that you 
can be aware of that and maybe it will help you adapt your style” (Sally)
“like an observation of seeing somebody else work ... so you’re like being
a participant observer which, could be useful for clinical work .. .learning and 
then reflecting with example (John)
This last quote also highlights the added contribution of being able to take on the 
client’s role in the therapeutic encounter. This suggests that the method of 
professional development through personal therapy is a combination of observational
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learning about how to ‘do’ therapy and experiential learning that is characterised by 
utilising own feelings of being a client to build empathy skills as shown below:
“It would perhaps give me a greater degree of empathy for the person who is 
sitting there ... / wonder unless you actually go through it how much you’re 
gonna really understand what that’s about” (John)
“I ’m a little bit more gentle in the initial session because I ... .remember the 
nervousness that I had before the session and that kind of f/?/ng” (Clive)
Other trainees have also felt that developing a better personal awareness through 
therapy can help and can be essential professionally, providing them with a better 
understanding of what they ‘bring’ to therapy and hence being aware of them in the 
therapeutic process:
“I ’ve got a good understanding of myself and I feel that part of that comes 
from therapy so therefore I think it has been useful in my work” (Naomi)
“certainly working psychodynamically there is a need that I would quite like to 
know perhaps some of the things that I might be bringing in to therapy 
sessions, some of the interpretations that I make to have a clearer view of 
transference” (Anne)
From these accounts, there appears to be a suggestion that personal development 
and the experience of taking a client’s role can enhance professional development, 
similarly to the ideas inherent in the notion of ‘reflective practice’ as touched upon by 
John in the quotation above.
OVERVIEW 
Conclusion
In conclusion, participants in this study identified various perceived benefits and 
drawbacks of having personal therapy during clinical training, which appear to be 
consistent with reports from the literature regarding counselling trainee’s reflections 
on their mandatory personal therapy and the unique stressors associated with clinical
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training (Grimmer & Tribe, 2001; Holzman et al., 1996). It seemed that participant’s 
perceptions were influenced through prior experiences, academic teaching and 
preferred theoretical orientation amongst other things.
Issues of stigma and individual choice emerged quite strongly. These are important 
to consider, as they do not apply to the same extent to counselling trainees. While 
there was an overwhelming consensus among the participants that engaging in 
personal therapy during clinical training should remain a matter of individual choice, 
choosing to have personal therapy appears to raise implications about perceived 
evaluation from others.
Limitations and value of the study
The researchers found the interview schedule to be a useful memory aid to ensure 
the important areas were covered. However, the questions sometimes felt repetitive 
and the author felt a sense of the interview sometimes ‘going round in circles’. 
Furthermore, practical constraints meant that the research group was not able to 
meet as often as they would have liked to. Therefore it is possible that having greater 
time to invest in the analytic process would have yielded a further developed, richer 
analysis.
As the trainees who participated in this research were all third years from the Surrey 
training course, generalising the results to other clinical training courses must be 
done with caution. From the author’s experience, different training courses are known 
to have their own ‘cultures’, which may result in a very different accounts being given 
by trainees on other courses, and indeed at earlier stages of training.
On the plus side, this study has contributed to an area of research that has not had 
much interest. Even drawing from the literature on counselling psychologist’s 
experiences of their personal therapy, the focus has been on what the perceived 
benefits and drawbacks of personal therapy are. In contrast, through it’s use of 
qualitative data and analytic strategy, this study has afforded the researchers to get 
more closely involved with their data and examine in finer detail where the 
perceptions come from, how they are formed and how they link together. 
Furthermore, the researcher’s have endeavoured to ensure that transparency was 
adhered to in the conduction of the research so that participants were fully aware of
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the research process, what their participation would involve and that they can look at 
copies of the report upon completion.
Implications
The study may have important theoretical and practical implications. Firstly, the study 
highlights the need for a greater exploration of clinical trainees' perceptions of 
personal therapy during clinical training. The issue of perceived stigma around 
revealing personal difficulty is suggestive of a possible barrier to engaging in 
personal therapy at difficult times. This is worrying given the DCP guidelines 
requiring that clinical psychologist’s safeguard their psychological well-being and 
fitness to practice and their promotion of personal therapy as an avenue for resolving 
such difficulties.
Practically, the trainees’ views appear to be consistent with what is being advocated 
on the clinical training course at present in that it is a personal choice. However, 
there also appears to be a sense that the option of accessing personal therapy needs 
to be made more explicit, accessible, acceptable and endorsed to a greater extent by 
training courses.
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APPENDIX 1 - QUALITATIVE RESEARCH PROJECT -  Interview Guide
“We are interested in trainees’ perceptions o f the desirability o f having personal therapy 
during clinical training. By personal therapy, we mean individual therapy o f any theoretical 
orientation. Some people may feel that having personal therapy during clinical training is 
desirable whereas others may feel that it is not desirable. Some people may not have any 
strong opinions about this at a ll ”
Ql) What are your views around having personal therapy during training?
“I’d like us to discuss some of the things you have mentioned in a little more detail now ....”
Q2) What do you see as the potential advantages of personal therapy during clinical training?
a) For you personally and professionally
b) For trainees in general
Prompts
What have you based your decision on?
What makes you say that?
Do you think having personal therapy will have any advantages in terms of your clinical work?
How have, if at all, your views on the advantages of personal therapy for yourself changed (developed) 
over the course of training?
How have, if at all, your views on the advantages of personal therapy for trainees in general changed 
(developed) over the course of training?
For you personally, would there be certain times when it is more desirable to have personal therapy? 
(use above prompts in conjunction with this)
For trainees as a group, would there be certain times when it is more desirable to have personal 
therapy? (use above prompts in conjunction with this)
For you personally, are there any particular issues for which you might consider personal therapy 
advantageous?
For trainees as a group, are there any particular issues for which you might consider personal therapy 
advantageous?
How do your views on personal therapy for trainees in general relate to/differ from your views on 
personal therapy for yourself?
Q3) What do you see as the potential disadvantages of personal therapy during clinical training?
a) For you personally and professionally
b) For trainees in general
Prompts
What have you based your decision on?
What makes you say that?
How have, if at all, your views on the advantages of personal therapy for yourself changed (developed) 
over the course of training?
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How have, if at all, your views on the disadvantages of personal therapy for trainees in general changed 
(developed) over the course of training?
For you personally, would there be certain times or periods when it is less desirable to have personal 
therapy? (use above prompts in conjunction with this)
For trainees as a group, would there be certain times or periods when it is less desirable to have 
personal therapy? (use above prompts in conjunction with this)
For you personally, are there any particular issues for which you might consider personal therapy a 
disadvantage?
For trainees as a group, are there any particular issues for which you might consider personal therapy a 
disadvantage?
I’d like to approach the topic from a slightly different perspective now.
Q4) If you were the course director, what policies around personal therapy for trainees would 
you advocate/implement?
Prompts
What makes you say that?
Where have your ideas come from?
Do you think this policy would be helpful to trainees? If so, how? / What would be your aims for 
advocating this kind of policy? / What would you hope to achieve through advocating this policy?
How does this, if at all, differ from what you would like for yourself?
Can you envisage any difficulties with that sort of policy?
What might be the advantages/disadvantages of your policy?
How would you describe the current culture around personal therapy on the course? How would you 
like the culture to be?
How does your policy differ from or relate to the current course policy?
How does this, if at all, differ from what you would like for yourself?
Q5) a) Is there anything else that you’d like to add that we haven’t already covered?
b) How do you feel being interviewed about this topic?
c) How do you feel being interviewed by another trainee?
Thank you so much for taking the time to participate in the research. The information you have 
given will be kept confidential and will be used for our qualitative research projects. If you would 
like to see a copy of the final report, I can make it available to you once it has been submitted and 
marked.
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APPENDIX 2
PSYCHD CLINICAL PSYCHOLOGY 
Department of Psychology 
INFORMATION SHEET 
QUALITATIVE RESEARCH PROJECT
The Desirability Of Personal Therapy During Clinical Training
As part of our clinical training here at the University of Surrey we have been asked to 
conduct a piece of qualitative research and analysis. We saw this as an opportunity 
to explore trainees’ perceptions of the desirability of having personal therapy during 
clinical training. By personal therapy, we mean individual therapy of any theoretical 
orientation. Some people may feel that having personal therapy during clinical 
training is desirable whereas others may feel that it is not desirable. Some people 
may not have any strong opinions about this at all. However we are interested in 
your hearing about your opinions.
We are working in a research team of seven and each of us will interview one trainee 
in Year 3. The interview is semi-structured and will take approximately 20 minutes of 
your time. With your consent the interview will be tape-recorded and transcribed. 
The recording will be securely stored and destroyed after transcription. We will then, 
as a research team, analyse the interview using Interpretative Phenomenological 
Analysis (IPA) and individually write up a report for submission to the course 
research team and possibly submit for publication at a later date. Your interview 
transcript will be anonymised and all of our conversation will remain confidential 
within the qualitative research team. If you would like to see a copy of the final 
report, we will make it available to you once it has been submitted and marked.
If you have any questions that have not been addressed in the information above, we 
are happy to discuss these with you at any time before, during or after the interview.
If you wish to verify information then please feel free to contact Dr Adrian Coyle, our 
university supervisor (01483 686887).
Thank you very much for your time and help in conducting this research.
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APPENDIX 3
PSYCHD CLINICAL PSYCHOLOGY
Department of Psychology
CONSENT FORM
QUALITATIVE RESEARCH PROJECT
The Desirability Of Personal Therapy During Clinical Training
I agree to participate in the research investigating the desirability of personal therapy 
during clinical training. I understand that participation will mean giving consent for 
the interview to be tape-recorded, transcribed and analysed by the research team 
conducting this research. I also understand that this information will remain 
confidential but will be included in an anonymised form in a written report and may be 
submitted for publication.
Signature of participant:
Name of participant (CAPITALS) 
Signature of interviewer:
Name of interviewer (CAPITALS) 
Date:
Thank you very much for your time and help in conducting this research.
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APPENDIX 4
QUALITATIVE RESEARCH INTERVIEW -  TRANSCRIPT
Date of Interview: 2"^ April 2003
Interviewer = I 
Participant = P (John)
START
I: Ok (pause) so as you read on the con, on the consent form and the um information
sheet we’re interested in trainees’ perceptions of the desirability of having personal therapy 
during clinical training. And by personal therapy we mean individual therapy of any theoretical 
orientation. Some people may feel that having personal therapy during clinical training is 
desirable whereas others may feel that its not and some people don’t really have any strong 
opinions about this at all. So I was wondering what are your views about having personal 
therapy during training?
P: Um (pause) I haven’t really got any strong opinions on it. I think for me probably the
most um important reason would be to what your aims were (pause) why you were doing it. 
Um (pause) is that loud enough?
I: I think so yup
P: (laughs) Um because I don’t know there’s different views of what therapy is and um
my understanding is that some people see therapy as a way of sort of like building on your 
personal development um and almost building your personality um and I I’m I don’t 
necessarily agree with that I I’ve got a different point of view um and I (pause) if that was the 
purpose of doing it then I’d find it difficult to (pause) uh I probably wouldn’t think it was 
necessary. If on the other hand it was more a case of trying to understand power relationships 
and what its like for somebody to come and see the therapist and spill out some of their sort 
of most difficult thoughts and feelings then then um I could see how that could that could be 
worthwhile and that could be help ... be useful um yeah it would be about how what you’re 
gonna get out of it, what you’re trying to do.
I: Ok. That’s cool. So we’ll talk about some of these things in more detail in a bit so
(pause) but I thought what I’d ask you first is just um what do you see as the potential 
advantages of personal therapy during clinical training?
P: The understanding of what its like to be in therapy is probably the primary one but
what its like to be the person with the less power sitting in that room um that’s probably the 
prime
I; Ok and um do you think there are different advantages of personal therapy during
clinical training for you as a person compared to trainees in general or (pause) maybe we 
could start off with just with you personally. What would you see for you personally and 
professionally, what would you see as the main advantages?
P: It’s really the experience of being the person being therap-ed. It Its that. Um that’s the
main, the only thing that really comes to mind. Partly because I’m very CBT orientated I think. 
I’m not a big uh one for therapy as building your personality. I think it’s more of a skills 
development and problem solving exercise.
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I: Ok. So do you mean that because you’re more CBT orientated as you said, is that
what’s influencing your (pause) your views?
P: Yeah, because that’s, that’s, that fits with the way I make sense with my world. 11 um
I think CBT to me makes makes sense, not as a all encompassing that’s that’s it, only CBT, 
but it makes sense with some of the way I understand the world. Whereas the idea of having 
to sit in therapy to reconstruct your personality doesn’t (pause) fit with my world as much 
because people have been around for a long time and not needed to do that so why do they
need to do it now? Does that make sense?
I: I think so
(Both laugh)
I: Ummm So it sounds, it sounds like its more a professional thing for you than a
personal
P: Yeah I think so
I: Ok. Is there anything, I know you said that its your views on, um, yours views have
been influenced a lot by your thinking about CBT
P: Yup
I: Is there anything else that you’ve based your views on?
P: Um its all very (laughs), all sounds very um theoretical but like the evolutionary ideas
would be the other one. I don’t. I’m very against the idea of therapy for the sake of, well not 
very against it but I don’t understand how it could be useful necessarily to have therapy for 
the sake of therapy um like the idea of going to see someone every week just because you 
know that you get to see a therapist. I don’t um I don’t see how necessarily that would be of 
psychological advantage because people haven’t had to do it before um although psychology 
hasn’t been there people have dealt with their personalities very well you know before the last 
hundred years or so, so
I: Right. Ok. And so does that um does that mean that you think there are particular
reasons why people should, that there ought to be a reason or, why people go for therapy. 
Just, talking again either for yourself personally or for trainees in general
P: For me I’d have to have a reason to go I think. I’d want to um that’s again, that’s cos
of the way I do things I like, you know I like to have a reason for doing things whatever it 
would be and in the context of the NHS I think its quite important for people to have the 
reason to go and see someone because there’s limited resources and um other trainees
I: That’s very practical
P: yeah (laughs) I think I prefer its practical to I’m just horrible (laughs)
P: Um other trainees might could well have a different point of view um and I quite
accept that some people will could well find it of benefit to go every week uh at the moment I 
find that difficult to understand but you know I’ve been wrong about lots of things before and 
will be again so..
I: Well I guess there’s no right or wrong is there its your opinion that’s counts innit so.
You said that there’d have to be a reason (pause) for you personally are there any particular 
reasons that you can think of at the moment, I know it’s a bit difficult if you don’t have one 
now but is there particular reasons that you might consider it to be
P: If I started to get into difficulty. If I was slowly starting to think Ok I’m stuck here um
I’m finding it hard to do things um if I had something happen in my life that I was finding
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difficult to manage to my personal life or at work that I found difficult. Um separating from my 
girlfriend, if that really sort of caused me difficulty um financial problems. If in any way I was 
starting to get, its problem orientated, but if I was starting to get into difficulty I’d go
I: Right. And that difficulty could be financial or emotional or anything
P: Anything that I, that was becoming impossible to manage, that I was getting very
stuck with
I: Right. Ok. Do you think that um having personal therapy will have any advantages in
terms of your clinical work for your personally, I know you mentioned about understanding the 
being therap-ed bit of it all.
P: That would. That’s the one I can think of um it gives you, um, it would perhaps give
me a more greater degree of empathy for the person who is sitting there um just to 
understand where they are a bit more because it must be very scary if you just think about it.
If you’re going in to someone you’ve never seen before and they’re sort of like asking you 
about these very personal issues and um and although you can sit there and try and reflect 
on it and think about it I do wonder unless you actually go through it how much you’re gonna 
really understand what that’s about.
I: Ok. Um. Do you think that having personal therapy will have any advantages in terms
of clinical work for trainees as a group (pause) just in general cos we were talking a bit more 
about you personally for you as a personal, how you feel about your clinical work and if it 
would be an advantage but do you think as trainees generally that having personal therapy 
would benefit clinical work.
P: I’ve just thought of something else and would benefit me as well. Its more about
reflective practice and you can think if you’re sitting there with someone you can think ok what 
are th, why are they asking me these questions, its a bit introspec, introspective at times and 
ooh what are they doing. But its uh, can help you with things like, it’s like almost like an 
observation in one level of seeing somebody else work um without there being a third person 
there so you’re like being a participant observer which, which could be useful for clinical work 
certainly
I: So is that almost like learning ...
P: Yeah, learning and then reflecting with example thinking about how it felt you being
asked particular questions um and what avenues it opened up.
I: Ok um (pause) have your views on the advantages of personal therapy for yourself
changed at all during the course of training and if so how?
P: Before I started training, I wouldn’t, although I was an assistant psychologist, I
probably wouldn’t have had a great um notion of going to therapy for myself. I think I’d be 
more open to it now as it is there as an option um
I: What makes you say that?
P: Just because I’m aware, more aware of the mental health system and how things
work and who I’d go to, to seek help with and what for. Um I was in an assistant working with 
learning disabilities. I worked with, my background is in learning disabilities and brain injury, 
quite exclusively, so at that time my understanding of sort of like health issues and how they 
would impact on me directly um was very limited
I: So it sounds like and you can correct me but you’ve become more open to it and
you’re seeing more advantages through training? Is that correct or?
P: Yeah, I’ve certainly see advantages since I’ve been on the training but um
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I: But for you personally it doesn’t seem to
P: At the moment, it wouldn’t, I don’t think it would be the best use of my time. If I had
lots of time um it might be useful. I think uh, I don’t think so, no.
I: Ok. And (pause) is that different to how you, how your views have changed about
personal therapy for trainees in general?
P: Uh, no I don’t think so, I think um, yeah
I: It sounds a bit more like you’ve just become more open to the
P: To the idea yeah, and so you’re asking, sort of like, do you think other trainees, that’s
happened for other trainees as well or you’re asking why..
I: I’m asking um basically its about seeing the advantages of personal therapy during
clinical training and whether its different for you personally about how you might feel about 
whether its advantageous for you personally and has that changed over the course of training 
and is it, do you think is it advantageous for trainees in general and has that changed over 
time. It’s a long question but
P: I think again, only in the same way that there’s more options, understand more
options. I wouldn’t really consider how I see myself in terms of going for personal therapy very 
different from how I think I’d see other trainees um although I acknowledge that other trainees 
will think..
I: Ok we talked about issues for yourself that might make you more inclined to access
help, what about certain times cos I’m just aware that during clinical training there’s some 
times that are a bit more difficult than other times and or times in your life that are a bit more 
difficult but we talked about issues but do you think there are certain times where for yourself 
having personal therapy would be advantageous?
P: Uh, for me um I think I, I think yeah there will be times where you are under more
pressure more stress and if that became unmanageable or it became a difficulty then, then it 
would be advantageous but just, just times per se, are we gonna be um trying to predict which 
times I think that would be, for me, no personally I don’t think that would be useful.
I: Trainees in general?
P: Some trainees might um they might like that um I like to try and manage things as
they come up and then if I need additional help I’ll seek it but some people might well like to 
have the structure there beforehand and use that.
I: Ok (pause). We’ve talked a lot about the advantages so its only fair that we talk about
disadvantages. So what would see as the potential disadvantages of personal therapy during 
clinical training for yourself?
P: It’d be um say if I’d come on to training and they said ok you know personal therapy
for this hour once a week. I think I’d (pause) I’d question whether it would’ve been the best 
use of my time, I think is one um I don’t think there’s anything intrinsically wrong with doing it 
but I would question why it’s happening.
I: And um do you see that as a disadvantage for trainees in general or
P: It’s difficult. I think if it was imposed upon people would find it probably, I think a lot of
people wouldn’t like it cos again its um a drain on your time and use and being imposed upon 
you um some people again might like it. As a whole, I don’t think so. I don’t think that most 
people would
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I: So it seems like the disadvantages that you think for yourself personally and for
trainees in general seems to be around time constraints.
P: Yeah and why (pause) cos again it goes back to my idea of what individual therapy is.
Why am I going for therapy once a week. I can, fine if its, if they’re saying its purely to 
understand um balance of power issues um for a bit of reflective practice. I think that would 
be ha, I wonder how useful that would be over three years to go and see someone once a 
week for three years. Maybe as a smaller time-limited, ok you’re gonna go here and this is 
what you are trying to get out of it but I dunno yeah I wonder why
I: Do you think your views about the disadvantages of personal therapy, have they
changed at all over time
P: Um (pause)
I: its quite a difficult question because we’ve just talked about the advantages so its
almost the other side of the coin isn’t it
P: Yeah, when when the same issue in a way would almost, when I was was, before I
started training it would be um my understanding of the advantages and disadvantages 
would’ve been less well-developed um I don’t think its changed particularly in that it fits the 
way that I work and in the um I wouldn’t have thought of going in therapy to therapy for just 
weekly for the just for going for the sake of going before and I don’t now so really it hasn’t 
changed, no.
I: Ok. And. Again I mean this might be kind of a bit of a repeat of the previous question
but um just thinking about certain times or certain issues that you think actually it might not be 
such a good idea to have some therapy
P: (laughs). That’s the flip side of when you get when you get like, well I dunno, a case
report, you’ve got to finish all your reports off and you’ve got everything there um although on 
the one hand it might be useful to sit down and talk it through with someone in therapy for an 
hour it might be again you’ve got the time issue thinking oh I could’ve written a couple of 
hundred words in that time, so it’s a
I: Right. Yeah. So it’s the uh, its disadvantageous because of the time constraints but it
might be
P: It might be again it depends if you, it would depend on how the relationship was going
whether you were getting something from the therapy. If it was working for you it would be 
good. If you were doing it for the sake of doing it as part of say like a course recommendation 
then I can see it being a real pain. So that’s why I think there’s an element of personal choice 
there. I think, if somebody wanted to choose going to therapy for three years and they were 
willing to make that commitment then I think that would be fine. I personally probably wouldn’t 
um at this moment in time, yeah.
I: Um. What about for trainees in general. If we just talk about trainees just
disadvantages of personal therapy for trainees
P: Thinking about it now, I think it would be an interesting thing to try and find out um
what different trainees thought. I really do because um from my view the disadvantages for 
trainees would pretty much be the similar to me um but I wonder how people’s, yeah. I’d be 
really interested actually to find out how people’s views have changed over the uh over time
I: You can see a copy of our write up then (smiles and laughs)
P: I will yes. I’ll write it down (laughs)
I: Ok. Um. I’m just thinking more in terms of because we talked about advantages in
terms of clinical work so for trainees in general would there be any, in your opinion, would
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there be any disadvantages, any sort of um detrimental effect on their clinical work if they had 
personal therapy in training.
P: I can’t imagine, um (pause) I think you’d have to assume you were going in to a
reasonable therapeutic relationship um and I think you know, you can (pause) you can learn 
from that and you can incorporate elements of somebody else into your own personal 
therapeutic style um then again you should also have the option of saying ok I don’t like what 
your doing. I don’t think it would negatively impact on clinical work.
I: Ok. I’m just gonna approach the topic from a slightly different perspective now. I think
you’ve kind of touched on it a little bit at the beginning of the last question. If you were the 
course director, what policies around personal therapy for trainees would you advocate or 
implement. So I’m thinking more about the differences between clinical training and 
counselling training where they have it’s mandatory so whereas for us its not. So what kinds 
of policies would you advocate?
P: If I were the course director (laughs) I would, I wouldn’t make it compulsory. I’d be
quite clear on that.
I: And what makes you say that?
P: Because really the reasons I’ve outlined before. I’d question why. I think what I’d
perhaps do is have a very brief sort of session even maybe in a team-trainee meeting and go 
through maybe work through with people what they think the advantages and disadvantages 
could be um and set up options with people. People could see someone if they needed to or if 
they want, if they chose to so I don’t know if you could do that through the counselling service 
or you can do that with um people in the region um then leave it for people to decide for 
themselves and in that way they could negotiate length of time and the working relationship 
and things like that without it being imposed upon them because the idea of seeing someone 
for weekly for three years for example seems a bit fake in a way. To me.
I; And does that. So you said that’s for you. Does that differ to, differ from what you 
would like for yourself, cos we’re talking about you as a course director so you’re 
implementing this uh policy for trainees. It doesn’t sound like it from what you’ve said before 
but just in case I’ve missed something does that at all differ from what you would like for 
yourself?
P: No, I mean if that had happened to me at the beginning, if someone had laid out the
op, the pros and cons I pro, I would’ve chosen not to to engage in therapy for three years um I 
don’t think the option should be closed off and you should say for example oh we don’t 
recommend it. I don’t think you should say it’s a bad idea um I think you should say some 
people do this. Counselling trainees for example do this um and then give people the option 
and let them decide.
I: Um. Can you envisage any difficulties with that sort of policy. Say if we’re thinking
about talking to trainees when they come in the first year and your advocating your policy, do 
you see any difficulties with it.
P: It would, it would depend really I mean, how you presented it. You, I wouldn’t want to
present it in a way people felt either compelled to take It or nobody could be bothered um 
there is a realistic option yeah um cos when in the first year people are saying these things 
you often feel like quite uh I dunno when I started I felt quite anxious still, very nervous about 
what was happening. I can imagine that if someone comes in and says well it could be really 
good to go into personal therapy you almost feel compelled to do it. It might, it would be just a 
job getting a balance its like giving somebody an informed choice.
I: Ok. How would you describe the current culture around personal therapy on the
course and are there any differences to what your policy would be
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P: Um. I know some people in my year whoVe seen people when they’ve had difficulties
in their life. I’m not sure if that’s happened through the course and how much the course has 
been aware of it um (pause) my impression of the course at times has in my training has been 
that um there’s sometimes a negative focus so that um if your seen to be in trouble then or 
your having difficulty then there’s gonna be a focus on it um I dunno that’s course policy I 
think. Course policy ... says oh no you can give us a call whenever you want.
I: Right. And um I don’t, I mean I don’t know if you know about other people who have
but do you think they’d be quite supportive of it if you did have personal therapy and if they 
knew about it or would that effect things in any way?
P: I think they have been supportive. My understanding is that people who have been, I
said a minute ago that I wasn’t sure the course knew I think I remember now they did know 
because someone was taking time out of lectures for example cos they needed to, and they 
were supportive um so I’m almost backtracking slightly on what I’ve just said.
I: Right. Ok. I wasn’t trying to catch you out (laughs)
P: No, no, no (laughs). It’s just that I’ve remembered. I’m just think-, yeah. I’ve just
remembered that, cos he, cos he um the person actually had to take time out of lectures and I 
think the course were very supportive of that.
I: The policy that you would implement, for when you become course director.
P: Off course yeah (laughs) It’s on my list
(Both laugh)
I: Um, um, does that, does that differ a great deal from the current course policy do you
think or? Or what would, in a sense, what would you change?
P: I think, I think it would be different because I don’t, don’t remember it being mentioned
at the beginning of the course, it might have been, I can’t remember to tell you the truth
I: so it wasn’t mentioned at all?
P: I, I, I can’t remember it being mentioned, that isn’t to say it wasn’t mentioned um
I: It’s memory at that time as well huh?
P: Yeah, and my memory is generally on the way out now I think (laughs)
I: (laughs)
P: Um so, yeah. I, perhaps it would be slightly, well there is an option but again I’m not
quite sure
I: Ok. And so, so how would your policy differ?
P: Possibly because it would be presented as an option.
I: Right. So do you mean quite explicitly?
P: Yeah, I’m just thinking on that now though if I was course director would it be the top
of my priority list, it probably wouldn’t, because I’d have other things to squeeze in so it might 
be, that would be my idea now but whether it would happen in reality is a
I: Ok. Is there anything else that you would like to add that we haven’t already covered?
P: I think it has been covered comprehensively.
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I: Oh thank you (giggles)
P; Through your excellent questioning
(Both laugh)
I: How do you, how do you feel about being interviewed about this?
P: Um absolutely fine, it was quite interesting actually, it could um, it’s an interesting
idea. It’s a kind of, it’s an interesting topic to research I think.
I: Ok. And how do you feel about being interviewed about this topic by another trainee?
P: Fine. Yeah
I: Well, thank you so much for taking the time to participate in the research
P: No problem. I hope you benefit.
END
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ABSTRACT
Second-generation Indian adolescents are thought to be at risk of experiencing 
mental health difficulties in adolescence due to the process of negotiating two often 
conflicting cultures (mainstream British and Indian). Acculturation theory was used as 
a theoretical background in this study to investigate the relationship between 
acculturation and mental health outcomes in second-generation Indian adolescents in 
Britain. Participants were 106 second-generation Indian adolescents, aged between 
12 and 16 years, attending secondary school in a multicultural London borough. A 
correlational design was employed and data relating to demographic information, 
acculturation, self-esteem and psychological problems was collected through 
questionnaires completed in classroom conditions. Acculturation and identification 
acted as independent variables and outcome variables in this study. Acculturation 
was measured on two dimensions: towards the British culture and towards the Indian 
culture. Identification was also measured on two dimensions: Self-identification as 
British and self-identification as Indian. Mental health outcomes were assessed using 
measures of self-esteem, internalising problems, externalising problems, and total 
problem behaviours. Contrary to previous studies, inferential statistics found no 
significant association between the acculturation/identification variables and mental 
health outcomes. Being female was found to be predictive of lower self-esteem and 
higher levels of internalising problems. Low self-esteem was found to be strongly 
predictive of higher internalising, externalising, and total problem behaviours. The 
noted gender difference with girls reporting lower self-esteem and higher levels of 
internalising problems is consistent with the literature suggesting increased rates of 
mental health difficulties in young Indian women. The results provide some tentative 
evidence that the relationship between acculturation strategy and mental health 
outcome may be more complex than the literature currently reflects. It is speculated 
that wider familial, contextual, social and personal factors may be more important in 
determining the psychological adaptation of acculturating individuals than the 
acculturation strategy adopted per se. Limitations of the present study are discussed 
as well as directions for future research, particularly on the factors influencing the 
unique case of second-generation Indian young women.
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INTRODUCTION 
Overview of Introduction
The psychological and social adjustment of ethnie minority children and adolescents 
has received relatively little research attention in Britain, and the few studies that 
have been done have mainly concentrated on the adjustment of first-generation 
immigrant or refugee children (Atzaba-Poria, 2002). Currently. Indians are the largest 
ethnic minority group in Britain (Office of National Statistics, 1996). Furthermore, over 
eighty percent of Indian children living in Britain are second-generation, either having 
been born here or having arrived in Britain in their infancy (Modood, Berthoud, Lakey, 
Nazroo & Smith et al., 1997).
Ghuman (1999, 2003, 2004) suggests that the way British-born Indian children 
manage the two different socialisation processes at home and at school may lead to 
conflicts during the period of adolescence, which could place second-generation 
Indian adolescents, particularly females, at risk of developing psychological 
problems. Moreover, while families of South Asian (including Indian) origin have been 
found to be under-represented in Child and Adolescent Mental Health Services 
(CAMHS) (Stern, Cottrell, & Holmes, 1990), epidemiological studies have found that 
the rate of suicide attempts and deliberate self-harm can be up to three to four times 
higher in young Asian women (aged 15 to 24) compared with their White British 
counterparts. Theoretically driven and speculative ‘culture-conflict’ explanations of 
these findings in the literature have not often been matched in pace by corresponding 
empirical research, which could verify these conclusions. The psychological 
adjustment of second-generation Indian adolescents is thus an important area for the 
focus of empirical research. In addition, from a clinical viewpoint, our ability to 
understand a person’s psychological health and provide a service to children and 
adolescents from diverse cultural backgrounds will inevitably be limited if issues of 
cultural background and cultural changes arising from acculturation are ignored 
(Coleman, 1995; Maitra & Miller, 1996; Berry, 1998).
Using models of acculturation and identification as a theoretical background (Berry, 
Kim, Power, Young & Bujaki, 1989; Leibkind, 2001; Phinney, 1993), this exploratory 
study was designed to investigate the factors that influence and predict psychological 
adjustment in second-generation Indian adolescents living in Britain. In this
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introduction to the study, the theoretical background to the study will firstly be 
presented. This will include a critical examination of acculturation theory and 
consideration of the literature on adolescence and identity exploration in relation to 
ethnic identity development and acculturation. This will be followed by a brief 
discussion about the Indian community in Britain and other Western countries, with 
the aim of providing the reader with an overview of the Indian community and culture, 
and how it differs from western cultures. A particular focus will be on literature 
relevant to acculturation and identification processes. This will be followed by a 
discussion of the clinical literature relevant to the unique case of second-generation 
Indian adolescents. Finally, the literature that has examined the relationship between 
acculturation and psychological outcomes in ethnic minority adolescents in general, 
and second generation Indian adolescents in particular, will be critically reviewed 
before presenting the aims and research questions of the present study.
Acculturation: theoretical background and models
Acculturation is a concept that has been used by cross-cultural researchers to 
describe the process by which individuals manage their own cultural heritage and 
adapt to the wider society (Leibkind, 2001). Redfield, Linton, & Herskovits (1936) 
presented one of the earliest comprehensive definitions of acculturation:
“Acculturation comprehends those phenomena which result when groups 
of individuals having different cultures come into continuous first-hand 
contact with subsequent changes in the original culture patterns of either or 
both groups” (1936, p. 149)
While this definition implies a two-way process of acculturation involving both groups. 
Berry (1997) suggests that in practice the term is used to describe how minority (or 
non-dominant) groups adapt to the majority (or dominant) culture. In addition, 
acculturation can defined at a group level, which implies a change in the culture of a 
group as a whole, or at an individual (psychological) level, which involves a change in 
the psychology of an individual (Berry, 1997, 1998).
There are two main perspectives in acculturation theories, which utilise the term 
‘acculturation’ in different ways (Leibkind, 2001; Berry 1997). In the first perspective, 
acculturation is viewed as a linear process, with cultural maintenance at one pole of a
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single dimension and adaptation to the mainstream society at the other. In this model, 
acculturation is seen as synonymous with assimilation, and refers to the linear 
process of adapting to the mainstream society, dominant culture or host culture 
(Berry & Kim, 1988; Leibkind, 2001). Within this perspective, acculturation is seen as 
an outcome, rather than a process (Berry, 1997), with people who have adapted to 
the dominant culture being described as ‘acculturated’. Contemporary models of 
acculturation tend to be based in the second perspective, which takes the view that 
adapting to the host culture does not necessarily involve original cultural loss. 
Instead, acculturation towards the host culture and acculturation towards the original 
culture are regarded as two separate dimensions, and it is recognised that members 
of ethnic minority groups preserve their heritage cultures to varying degrees, whilst 
adapting to the mainstream society (Berry & Kim, 1988; Berry, 1997; Leibkind, 2001). 
Using this perspective. Berry’s four-fold (1997; 1998; Berry & Kim, 1988; Berry et al.
1989) model of acculturation in culturally plural societies is currently the dominant 
model in the literature, forming the basis of most empirical research on acculturation.
Berry’s model of Acculturation
Berry (1998) acknowledges that many kinds of cultural groups may exist in culturally 
plural societies, but asserts that a basic process of adaptation appears to be common 
to all of them. According to Berry et al. (1989), they all must face the issue of how to 
acculturate with regards to two central issues. The first issue deals with how 
important one’s own original cultural heritage, identity, values, and customs are to the 
individual (termed ‘cultural maintenance’). The second issue deals with the 
importance given by the acculturating individual to seeking positive relations with and 
participating in larger, host society by taking on its norms and ideologies (termed 
‘contact & participation’). Berry (1997) claims that essentially these are questions of 
values, loyalties, and ideologies, and that the two questions can be responded to 
continuous dimensions from positive to negative. According to Berry et al. (1989), the 
dimensions can be treated as dichotomous for conceptual purposes, yielding the 
four-fold model generated in Figure 1. below.
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Figure 1 - Berry's Acculturation Model (cf. Berry, 1997.1998)
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According to this model, individuals can acculturate by choosing from four 
acculturation strategies, depending on their responses to the two dimensions. If an 
individual strives to maintain their traditional cultural of origin and cultural identity, as 
well as participate in the wider society, integration is the chosen strategy. If on the 
other hand they wish to retain their traditional culture and not seek adaptation to and 
participation in the wider society, then the separation strategy is chosen. The 
assimilation strategy is chosen when individuals relinquish their traditional cultural 
identity and lifestyles to move into increased contact and participation with the wider 
society (Frable, 1997). Lastly, if an individual shows no interest in maintaining the 
culture of origin or participating in the dominant culture, this indicates a 
marginaiisation acculturation strategy.
Acculturation and outcome
Acculturation can be associated with considerable ‘acculturative stress', which is 
defined as negative reactions or consequences that can be theoretically and 
empirically linked to the acculturation process (Berry & Kim, 1988) although it is not 
the case that the process of acculturation will inevitably bring social and 
psychological problems (Berry, 1997). Successful acculturation has been associated
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with better self-esteem, mental and physical health, academic and occupational 
performance, and life satisfaction (Leibkind, 2001). On the whole, research has 
revealed that integration is the most preferred strategy and also most associated 
better psychological well-being (Berry, 1997; 1998, Ghuman, 1999; Farver, Bhadha, 
& Narang, 2002®). Conversely, marginalisation, as it involves both cultural loss and 
lack of contact and participation with the host culture, has been most associated with 
the poorest psychological outcomes, with separation and assimilation falling 
somewhere in between (Berry, 1997). The process of acculturation, the strategy that 
is consequently chosen, and the eventual psychological and social sequelae can be 
influenced by various factors (Berry, 1998).
Berry (1997; 1998) proposes a larger acculturation framework, which integrates the 
acculturation model with the literature on factors that influence acculturation and 
psychological adjustment. This includes group and cultural level factors, contextual 
factors, individual or psychological factors that exist prior to acculturation, and factors 
that arise during the process of acculturation. Berry proposes that the attitudes and 
ethos of the host or dominant culture will affect the acculturation process and the 
strategy chosen. Cultural distance is also thought to be an important factor affecting 
the acculturation process. Specifically, the greater the difference between the original 
and host culture, the more likely individuals are to experience acculturative stress and 
difficulties in psychological functioning (Farver et al, 2002®; LaFromboise, Coleman & 
Gerton, 1993, Berry, 1997).
In terms of personal factors. Berry (1997) suggests that age has a relationship with 
how acculturation might proceed. In essence, he claims that the process is smoother 
when acculturation starts in early infancy and becomes more problematic as children 
get older, particularly during adolescence. Disparate findings relating to gender 
differences in the process of acculturation have been reported. Some authors argue 
that females generally invest more in cultural maintenance than males (Farver, 
Bhadha & Narang, 2002®), while others argue that males are more traditional, and 
females are more open to contact and participation with the host culture (Ghuman, 
2003). However, females have consistently been found to be at greater risk of 
developing problems during the process than males (Berry, 1997). In addition, 
although early theorising about acculturation was with respect to first-generation 
immigrants, the second-generation might experience greater difficulties with 
acculturation, particularly during adolescence (Berry, 1997).
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Although Berry’s (1997; 1998) work on acculturation currently leads in the field and 
underpins most empirical investigations of acculturation processes cross-culturally, a 
number of serious conceptual and empirical objections have been raised against it, 
along with criticisms of acculturation theory and research in general.
Criticisms of Acculturation Theory
Horenczyk (1997) criticises Berry’s model for minimising the importance of both the 
attitudes of the host society towards immigrants and people from ethnic minority 
cultures, and also the acculturating individual’s perceptions of these attitudes. 
Moreover, the model does not adequately address the influence and effect of inter- 
cultural contact on the dominant or majority culture (Ghuman, 2003; Rudmin, 2003). 
Horenczyk (1997) suggests that the situation is far more complex and variable than 
Berry acknowledges and that the ‘majority culture’ in culturally plural societies does 
not often represent one monolithic entity, but rather a complexity of many micro­
societies.
Other critics have suggested that acculturation strategies used by individuals could 
vary depending on the personal style of the individual and the context in which they 
are responding (Hutnik & Barrett, 2003). For example, Coleman, Casali, & Wampold 
(2001) found individuals used a variety of strategies depending on the social context. 
They concluded that acculturation strategies are simultaneously available for people 
rather than being mutually exclusive as suggested by orthogonal and linear models of 
acculturation. In addition, other researchers have found differences in acculturation 
strategy depending on the domain of life. For example, Arends-Toth & van de Vijver 
(2003) found that Turkish-Dutch males in the Netherlands preferred integration in 
public domains of their lives, but separation in private domains of their lives. Similarly, 
Ghuman (2003) found that South Asian girls preferred cultural maintenance in terms 
of music and other forms of entertainment, but preferred acculturation towards the 
host culture when it came to things like attitudes about equal treatment of males and 
females.
Perhaps the most scathing criticisms of acculturation theory and research in general 
and four-fold models (including Berry’s) in particular, come from a thorough review by 
Rudmin (2003). Rudmin (2003) argues dimensional data is misused when forced into
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a distinctive features model in four-fold models of acculturation, and that there is no a 
priori requirement that types of acculturation strategy be distributed one per quadrant. 
Nor, he argues, is it necessary to have only four strategies, suggesting on the basis 
of logic, that there should be at least sixteen. He suggests that theorists and 
researchers alike have misused both dimensional and distinctive features models and 
confused a priori and empirical categories, for example by forcing empirical data into 
four-factor or cluster solutions. These criticisms apply to many of the studies cited in 
this review. For example, Hutnik & Barrett (2003) conclude that a four-fold model still 
provides an adequate framework for understanding acculturation processes, but base 
this conclusion on a cluster analysis that was forced to adopt a four-cluster solution 
on the a priori assumption of four strategies (Barrett, July 2004: personal 
communication), rather than clustering in dimensional space empirically as Rudmin 
(2003) would suggest.
Moreover, most research studies looking at acculturation strategies (including 
Atzaba-Poria, 2002; Farver et al., 2002®; Farver, Narang, & Bhadha, 2002^) have 
measured the two dimensions (cultural maintenance versus contact & participation) 
separately, but then used median splits to force the sample into the four acculturation 
strategies. Splitting scores on a dimension from the median potentially forces scores 
into artificial categories, and could be misrepresentative especially if, for example, 
scores on a scale are significantly skewed. In addition, Fife-Schaw (1995®) argues 
that collapsing ordinal measures into categorical ones essentially means that 
variations in scores along the dimension are lost in the analysis. This is important for 
studies looking at the relationship between acculturation and psychological outcome, 
as categorising into the four acculturation strategies would not enable researchers to 
investigate which, if any, of the two dimensions has the greater influence. In fact, 
there is currently little consensus on this issue. Some authors emphasise having 
greater contact and participation with the host culture as being instrumental in 
psychological well-being as there is no resistance to inter-group relations (Berry & 
Kim, 1988), while others emphasise the importance of maintaining ties with the 
original culture in relation to positive psychological outcomes as it provides the social 
support necessary to protect the acculturating person from distress (Ward & 
Kennedy, 1994). Moreover, Rudmin (2003) argues that there is no robust empirical 
evidence to suggest that integration or biculturalism is the most adaptive strategy.
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In summary, while dominant four-fold models have guided most empirical research 
on acculturation processes and outcomes cross-culturally, conceptual and 
methodological problems have been highlighted that limits the conclusions that can 
be drawn from the literature (Rudmin, 2003). A further criticism that Rudmin (2003) 
makes is of the inconsistency and confusion of terminology used in acculturation 
theory and research, particularly as mentioned above, of the meaning of the term 
‘acculturation’. Also, the terms ‘bicultural’ and ‘integrated’ are used interchangeably. 
One such conceptual confusion is between acculturation and ethnic identification. In 
part, this might reflect a general confusion of terms in the literature between race, 
ethnicity, and culture (Fernando, 1991). Many authors suggest that although ethnic 
identification and acculturation may be related, they should be treated as separate 
constructs (Phinney, 1990; Hutnik & Barrett, 2003)
Ethnic Identity
Ethnic identity refers to part of the self-concept that consciously anchors an individual 
to a particular ethnic group (Dasgupta, 1998). It involves self-identification as a group 
member, a sense of belonging to the ethnic group, group affiliation, and attitudes 
towards the ethnic group (Phinney, 1990).
A central question is whether ethnic identity is directly related to acculturation or 
whether it is independent (Leibkind, 2001). Studies have shown support both for (e.g. 
Hutnik & Barrett, 2003) and against (Hutnik, 1991; Farver et al. 2002®) correlations 
between the two concepts. The synonymous use of the terms is unsurprising given 
that key theorists in both the ethnic identity field (Phinney, 1990) and the 
acculturation field (Berry et al., 1989) have also used the terms interchangeably. 
Moreover, as with acculturation theory and models, two distinct perspectives exist 
with regard to ethnic identity, one regarding ethnic identification as a linear process 
on a single dimension, and the other emphasising a two-dimensional model (Frable, 
1997; Sam, 2000). In fact, Hutnik’s (1991) four-fold models of acculturation and 
ethnic identification are almost identical, with differences only in the names of the 
dimensions, so that for the identification model, one dimension represents 
identification with own ethnicity, and the other dimension represents identification with 
the host culture. Identification is characterised mainly by a sense of group 
membership, affiliation, and belonging, whereas acculturation is characterised mainly 
by adoption of cultural practices (Farver et al., 2002^). There is some evidence to
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suggest that while ethnie awareness and identity remains high across generations, 
acculturation (characterised by cultural practices and ethnic knowledge) decreases 
(Frable, 1997).
The critical period for ethnic identity exploration appears to be adolescence (Phinney,
1990), which is also regarded in western cultures as the time for general identity 
exploration (Marcia, 1994). It is important then to understand the interactions 
between identity exploration, adolescence, ethnic identity, and acculturation.
Identity Exploration in Adolescence: Ethnic Identity and Acculturation
Adolescence has long been characterised as a time when individuals explore their 
own characteristics and roles in order to answer the question ‘who am I?’ (Steinberg 
& Morris, 2001). Consolidation of a sense of identity is regarded as the major 
developmental task of adolescence (Erickson, 1968; Marcia, 1994; Branch, 2001). 
Moreover, it signifies one of the greatest psychological transitions in life and can be 
fraught with anxieties and tensions (Ghuman, 1998; Coleman, 2002). An adolescent’s 
inability to develop identity may result in ‘role confusion’, which can undermine self 
esteem and mental health (Sam, 2000). Ethnic identity is one of the many personal 
identities that need to be explored and consolidated during this period and research 
shows that ethnic identity is more salient for children and adolescents of ethnic 
minority backgrounds than those from majority cultures (Hutnik, 1991; Martinez & 
Dukes, 1997; Karia, 1999; Sam, 2000).
Phinney (1993) proposes that the formation of ethnic identity has three stages from 
‘unexamined’, through ‘searching’, to ‘identity-achieved’. The final, identity-achieved 
stage is characterised by acceptance and internalisation of one’s ethnicity, leading to 
a strong ethnic identity. It is generally accepted that adolescence is considered to be 
the crucial period of development for ethnic identity, with the final ‘identity-achieved’ 
stage occurring in late adolescence to early adulthood (Phinney, 1990). However, 
there has been some contradictory evidence. Phinney (1990, 1993) found some 
evidence to suggest that as adolescents get older they become less ethnocentric, 
which could reflect a decrease in ethnic identity or increase in identification with the 
host culture. An alternative explanation could be that this reflects an increase in 
acculturation towards the dominant culture (contact & participation in Berry’s model). 
More recently. Branch (2001) reports one of his earlier studies in which he found that
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surprisingly younger children were found to have stronger ethnic identities than older 
adolescents, but in the current study reported no significant differences in ethnic 
identity by age or gender. Some studies have found that females exhibit higher levels 
of ethnic identification than males (Ullah, 1985; Sam, 1995), though Phinney (1990) 
argues that the findings are inconsistent and inconclusive.
Although the debate continues about whether ethnic identity and acculturation should 
be treated as the same or separate constructs, they are both useful in understanding 
the psychological functioning of second-generation adolescents from immigrant 
backgrounds (Farver et al., 2002®). It is clear that for second-generation adolescents 
from ethnic minority backgrounds, exploration of salience of ethnic identity is an 
important component of the identity exploration that generally characterises 
adolescence. As well as the identification question ‘who am I?’ in terms of ethnic 
identity, acculturation questions of ‘What do I do, what do I like, what do I think, and 
how do I relate?’ with respect to own and host culture are also salient questions that 
need to be negotiated during adolescence (Ghuman, 1999; 2004; Berry, 1997). While 
the development of ethnic identity is thought to be positively related to psychological 
outcomes, the process of identity development per se and the increasing 
individuation, self-reliance and autonomy that it brings, can run counter to Indian 
cultural expectations at home, giving rise to difficulties in the acculturation process, 
which potentially places second-generation Indian adolescents at risk of developing 
psychological problems (Dasgupta, 1998; Ghuman, 1999, 2003).
Prior to looking in detail at the literature on the relationship between acculturation and 
psychological outcomes, it is important to consider the history of migration of the 
Indian community into Britain and some of the issues faced by the Indian community 
in Britain today. This will provide some context to understanding the specific process 
of acculturation for second-generation Indian adolescents.
Indians in Britain and Other Western Countries
In the last twenty years, Asian and particularly Indian culture has become popular in 
Britain, which has been reflected in food preferences, media, literature, music, 
television and cinema (Hutnik & Barrett, 2003). The South Asian (including Indian, 
Pakistani, and Bangladeshi) community in Britain is often perceived and referred to 
as a homogeneous group in literature and in the media (Ghuman, 1999, 2003).
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However, many authors argue that while there are some similarities between the sub­
groups, South Asians comprise a very diverse group, with important cultural, 
religious, regional, and language differences that could differentially affect the 
acculturation and identification processes, and subsequent outcome (Modood et al., 
1997; Abouguendia & Noels, 2001; O’Dell, de Abreu, & O’Toole, 2004). Indians are 
the largest ethnic minority group in Britain today (Office of National Statistics, 1996), 
and have been found to be at a similar socio-economic position as the indigenous 
White British population in terms of housing, education, and employment (Nazroo, 
1997; Modood et al. 1997).
Immigration Patterns
Immigrants of Indian origin to Britain have mainly come from India and East Africa 
(Ghuman, 1999). The number of Indian people settling in Britain is greater than all 
other countries in the West, which has perhaps resulted from India’s historical 
association with Britain (Atzaba-Poria, 2002). In fact, at a group level, some degree of 
acculturation for both the British and Indian cultures has been going on since the 
days of the British Empire. This is evidenced by the adoption of numerous Indian 
words and concepts in the English language, and also the British institutions that still 
exist in India. Migration from India has primarily been economically motivated, with 
the main periods of immigration being in the second half of the 20^ century. The 
Indians from East Africa mainly arrived in the 1970’s and came from Uganda, 
Tanzania, and Kenya. This group of Indians were descendants of labourers who had 
moved to Uganda when the British hired them to help build railways there. 
Africanisation policies resulted in the mass exodus and forceful eviction of Asians 
from East Africa during the Idi Amin regime (Ghuman, 1999).
However, the East African immigrants, with their history of being a minority group that 
had already undergone one acculturation process in Africa; that had lived in a 
cosmopolitan society; and that had enjoyed successful adaptation and consequent 
high status and success in business, seemed to find it easier to adapt to mainstream 
British culture (Ghuman, 1999). They had some knowledge of English, generally had 
higher levels of education and more entrepreneurial skills, and were more 
westernised in comparison with their counterparts from the Indian sub-continent 
(Karseras & Hopkins, 1987; Ghuman, 1999). Modood et al (1997) provide some more 
recent evidence that the East African Asians place greater emphasis on acculturation
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towards the British mainstream culture, and less emphasis on cultural maintenance in 
certain domains compared with those who came directly from India, especially in 
terms of mixing with people from other ethnic backgrounds and inter-ethnic 
relationships.
Culture and Ideology
The western culture that is prominent in mainstream British society is different from 
the traditional Indian culture on some core values. It is important to examine these to 
provide an indication of ‘cultural distance’ (Berry, 1998), which is thought to affect the 
acculturation process and acculturative stress. These are briefly stated here, but are 
explained in some detail in Ghuman’s (1999; 2003) seminal writing. Western cultures 
tend to be closer to individualism, cognitivism, free will, and materialism, whereas 
most Asian cultures, including the Indian culture, are marked by their collectivism, 
emotionalism, determinism, and spiritualism orientations.
There are some important cultural differences that are relevant to the acculturation 
process. Dasgupta (1998) notes that the first-generation of Indian immigrants have 
tried to ‘re-invent’ their culture on foreign soil, without consideration of the 
progressions in culture in their native India. In this sense they tend to be more ‘Indian’ 
than the indigenous Indian population and retain a culture that no longer exists in 
India. In contrast, the second-generation Indians, having been brought up in a 
Western culture, tend to be more willing to adopt and accept Western customs and 
social practices, while attempting to maintain some of the way of life of the original 
culture (Ghuman, 1994). In Berry’s terminology, they try to seek some degree of 
integration. In addition, the first-generation are usually more secure in terms of their 
identity and are more established in terms of their religious and family values 
(Stopes-Roe & Cochrane, 1990).
Indian children in Britain are often expected to bring honour to their family through 
being hard-working, aspiring, high achieving, obedient, and placing the needs of the 
family above their own individual needs (Ghuman, 2003). In addition, the basic 
philosophy of most first-generation parents is that ‘children have to be seen and not 
heard’ (Barrett 2004). An important difference is that the concept of adolescence as 
conceptualised in Western society does not appear to exist within the Indian culture 
(Evans & Lee, 1998; Ghuman, 2003). As such, despite there being rites of passage
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within the Indian culture associated with the onset of puberty, this is often not marked 
by a corresponding change in roles, status, responsibility or autonomy in decision­
making as would be expected in western cultures (Atzaba-Poria, 2002). The 
collective nature of Indian families encourages interdependence, whereas during the 
period of adolescence British schools begin to encourage autonomy and 
individualism (Ghuman, 2004). In fact, Indian children tend to remain deferential and 
close to their parents and other ‘elders’ in the family long into adulthood, even after 
marriage, leaving home, gaining employment, and having their own children 
(Ghuman, 2003). Farver et al. (2002®) suggest that most Indian families disapprove of 
dating or premarital sex, and discourage adolescent independence, especially with 
regard to career choice and marriage.
While contemporary British and other Western cultures emphasise gender equality, 
Indian culture still emphasises gender-role differentiation (Ghuman, 1994; Dasgupta, 
1998). There are often greater restrictions on girls as they are thought to carry the 
‘izzat’ or honour of the family, whereas boys tend to enjoy more freedom in their 
choice of clothes, going out, dating, higher educational choices, travelling, and 
autonomy (Ghuman, 1997). As such, the acculturation and identification process can 
be difficult for second-generation Indian adolescents, especially girls, because of the 
conflicting demands made on their behaviour, loyalty, and obligations between home 
and school (Atzaba-Poria, 2002; Farver et al. 2002®, 2002^ Abouguendia & Noels, 
2001; Ghuman, 2003).
The second-generation are often assumed to have less obstacles and stress in their 
lives due to them being educated and socialised in the host culture. However, 
reviews of studies have shown that being second-generation is often associated with 
poorer self-esteem (Ghuman, 1999, 2003; Abouguendia & Noels, 2001). This 
suggests that the unique experience of second generation Indians needs to be 
acknowledged and understood (Abouguendia & Noels, 2001).
Clearly there are various differences between the British (Western) culture and the 
Indian culture, which appear to become most apparent around the time of 
adolescence. This potentially causes difficulty for second-generation Indian 
adolescents, as their first-generation parents are more likely to emphasise affiliation 
to the Indian culture, whereas school and peers would represent the British culture 
more strongly. They may perceive their parents as intrusive and intolerant of their
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need for individual choice and self-expression (Farver et al., 2002®). Moreover, there 
is some research evidence to suggest that the second-generation might be at greater 
risk of experiencing acculturative stress. Therefore, it is important to examine the 
clinical findings that are applicable to the unique case of the second-generation 
Indian adolescent.
Clinical literature relevant to Second-generation Indian Adolescents
Clinically, many different types of mental health problems and problem behaviours 
can be identified. For research purposes, it is common to look at clusters of 
behaviours rather than isolated behaviours. Externalising and Internalising 
behaviours are two broad categories of problem behaviours that have been used in 
both clinical and research work across the age span (Achenbach & Rescorla, 2001). 
Internalising problems are those that primarily have their effect on the self, and are 
characterised by overcontrol, social withdrawal, fearfulness, unhappiness and 
anxiety. Externalising behaviours, in contrast are those that are typically disruptive or 
hurtful to others, and are characterised by undercontrol, overactivity, tantrums, 
fighting, disobedience, and destructive behaviour (Achenbach & Rescorla, 2001; 
Atzaba-Poria, 2002).
Ethnic, age, and gender differences in mental health outcomes have all been 
reported in the literature. It is important to review these briefly to facilitate 
understanding of the role that acculturation and identification processes might have in 
mediating the relationships between these variables and mental health outcomes.
Mental Health Outcomes: Adolescence and Self-esteem
Steinberg & Morris (2001) suggest that there are some changes in the rates of 
internalising and externalising problems during adolescence, although less is known 
about the developmental course of internalising problems compared with 
externalising problems. Their review of the literature suggests that externalising 
problems follow an inverted ‘U’ shape curve, with a peak in externalising behaviours 
during the middle adolescent years followed by a decline. Particular attention has 
been paid to the issue of self-esteem in adolescence stemming from the theoretical 
literature on identity-development during adolescence and the link with self-esteem 
and consequent psychological well-being (Tajfel & Turner, 1979; Phinney, 1990).
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The literature on the course of internalising problems can be confusing and 
contradictory. Various studies, both clinical and non-clinical have demonstrated the 
association between low self-worth or self-esteem and internalising behaviours, 
particularly depression, across the age span (Atzaba-Poria, 2002). In addition 
prominent cognitive-behavioural theories of depression assert that negative self- 
evaluations are part of the repertoire of distorted cognitions in people with depression 
(Beck, 1995). Atzaba-Poria (2002) found that children with lower global self-esteem 
exhibited more parent-reported internalising, externalising, and total problem 
behaviour. Steinberg & Morris (2001) suggest that self-esteem increases slightly 
during the period of adolescence and then levels off during in adulthood. However, 
prevalence rates of internalising problems such as depression are also thought to 
increase during early adolescence and continue to rise slowly into adulthood.
Mental Health Outcomes: Gender
Gender differences in problem behaviour are well established for children both in 
clinical and research settings from pre-school through to adolescence. Differences in 
the norms for each gender are clearly seen in the ASEBA manuals, which provide 
norms for the ASEBA checklists of problem behaviours in children and adolescents 
(Achenbach and Rescorla, 2001). Girls tend to score higher on internalising problems 
whereas boys score higher on externalising problems. Gender differences were also 
found in a cross-cultural study, across twelve cultures (Crijnen, Achenbach, & 
Verhulst, 1997: cited in Atzaba-Poria, 2002).
Gender differences continue into adolescence and adulthood, with females reporting 
lower self esteem (Martinez & Dukes, 1997) and higher levels of internalising 
problems such as depression (Steinberg & Morris, 2001; Abougeundia & Noels, 
2001). Furthermore, Ghuman (2004) reports higher levels of depression among 
female second-generation Indian adolescents compared with their male counterparts, 
even though their academic achievement is much higher. Though gender differences 
in mental health outcomes are widely reported, there is also some contrary evidence. 
Atzaba-Poria’s (2002) study found that although boys were found to have greater 
levels of parent and teacher reported externalising and total behaviour problems, 
there were no gender differences in parent and teacher reported internalising 
behaviours for children.
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Overall, gender differences in mental health outcomes have been reported cross- 
culturally. However, they seem to be intensified in Indians in Britain. The mental 
health status of young women of South Asian, particularly Indian, origin has been a 
concern in the literature (e.g. Thompson & Bhugra, 2000). It is thus important to 
attend to the literature pertaining to mental health outcomes in Indian people in 
Britain. Mental health outcomes in young Indian women in Britain are discussed in 
the section below, and gender differences in acculturation processes are discussed in 
a later section on Acculturation and Asian adolescents.
Mental Health Outcomes: Indians in Britain
There have been only a handful of studies that have examined the mental health 
status of Indians in Britain, despite continued suggestions in the acculturation 
literature that Indians in Britain could potentially be at risk in terms of psychological 
adjustment. Moreover, the research that has been done has tended to refer to South 
Asians as a collective group, rather than specifying findings by religious groups or 
South Asian countries. Modood et al. (1997) carried out one large-scale study on the 
mental heath of ethnic minorities in Britian (1997), the main findings of which have 
been summarised by Nazroo (1997).
On the whole, evidence suggests that there are lower rates of mental illness among 
the South Asian (including Indian) population compared to the White British 
population (Modood et al., 1997). However, Nazroo (1997) advises caution in 
interpreting this finding, as there may be different pathways into care for different 
ethnic groups, possibly as a result of differences in the expression and experience of 
mental health problems, for example somatisation.
Previous research suggests that members of the Asian community may use Child 
and Adolescent Mental Health services (CAMHS) less than the majority White British 
population (Stern, Cottrell & Holmes, 1990). However, Atzaba-Poria (2002) found that 
Indian children of middle childhood age demonstrated significantly more internalising 
problems than a White British comparison group. One explanation she provided was 
that the notion that ‘children must be seen and not heard’ (Barrett 2004) and the 
emphasis on obedience in Indian families may lead Indian children to internalise their 
difficulties to a greater extent. It is common in clinical practice to see children referred
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for externalising problems more than internalising problems, as externalising 
problems are the ones that cause most difficulty for the systems around the child.
Another important finding in the literature is that differences in mental health 
outcomes within the Asian group in Britain have been noted in terms of language use, 
generation, and gender. Modood et al. (1997) report that those Asians who were non­
migrant (in other words second- or subsequent generation), who were educated in 
Britain, and who were fluent in English reported significantly higher rates of mental 
health problems than their migrant, non-fluent counterparts. These differences could 
be attributed to measurement and assessment problems, or a genuine difference 
between the generations, suggesting that the acculturation process of negotiating the 
Indian and British cultures could increase risk for developing mental health difficulties 
(Nazroo, 1997).
Despite the general lower rate of mental health problems amongst South Asians, 
mental health problems such as eating disorders and depression amongst young 
Asian women have been a cause for concern in the literature (Ghuman, 1999). Actual 
and attempted suicide rates among young Asian (aged 15 to 24) women have been 
found to be up to four times the rate of their White British counterparts (Modood et al.,
1997), and also significantly higher than Asian men (Thompson & Bhugra, 2000). 
Also, Asian females are over-represented in self-poisoning amongst females at all 
ages, but particularly between the ages of 15 and 19 (Thompson & Bhugra, 2000). In 
an interview with Barrett (2004), Ghuman contends that Asian girls find it harder to 
negotiate the conflicting expectations of home and school compared with boys. He 
suggests that proportionally more Asian girls suffer from bulimia, anorexia, severe 
anxiety and depression than Asian boys.
Some attempt has been made to research the underlying cause of this inflated rate of 
suicide amongst young Asian women. Kingsbury (1994) found that in comparison to 
White British adolescents who had taken overdoses, the Asian counterparts were 
more likely to be isolated in terms of their relationships with peers and parents. The 
Asian adolescents tended to confide less in their parents and experienced them as 
being controlling. In addition, the Asian adolescents had lower suicidal intent, and 
were more likely to feel hopeless and be depressed than their White British 
counterparts. Kingsbury (1994) concluded that culture conflicts were important factors 
in parasuicidal behaviours of Asian adolescents. This is echoed by Thompson &
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Bhugra (2000) who argue that culture conflicts may be intensified in young Indian 
women because of their rigidly defined roles in the Indian culture, particularly in terms 
of unquestioning deference to elders and males. They add that suicidal behaviour in 
adolescent girls could signal conflict or failure in their ability to successfully separate 
and individuate during adolescence. Nazroo (1997) suggests that the pressures 
leading to increased rates of self-harm among young Indian women highlight the 
need for appropriate counselling and support services to be made available.
Many of the mental health findings for second-generation Indians have been 
postulated to be related to some form of ‘culture clash/conflict'. It is important to thus 
review the empirical literature that has investigated acculturation among second- 
generation Indian adolescents and the relationship to psychological adjustment.
Acculturation and Outcome
Acculturation and Asian Adolescents
The acculturation of second-generation Asian adolescents in Britain and other 
Western countries has been the focus of Paul Singh Ghuman’s (1991, 1994, 1997, 
1998, 1999, 2000, 2003) seminal writing. Ghuman’s research has examined 
acculturation attitudes among second-generation Asians in Britain, Canada, and 
Australia, using his own acculturation scale. His earlier research adopted a linear 
model of acculturation as a theoretical background and the acculturation scale was 
scored on a single dimension between ‘Traditionalism’ (meaning highly acculturated 
towards Asian culture) to confusingly, ‘Acculturation’ (meaning highly acculturated 
towards the host culture). In more recent research, Ghuman has concluded that his 
findings can be interpreted within a four-fold conceptual model and has consequently 
changed the scoring method of his scale to yield two separate dimensions, which can 
be used to construct four acculturation strategies (cf. Ghuman, 1994). The various 
studies that Ghuman has conducted show that the acculturation strategy 
overwhelmingly preferred by Second-generation Asian adolescents in Western 
countries is Integration, which involves high maintenance of cultural ties with both the 
original and the host cultures (Ghuman, 1999, 2003). This finding has been confirmed 
by other researchers for South Asian adolescents in Canada (Abouguendia & Noels, 
2001) and in the United States of America (Farver et al. 2002®,^). Moreover, Hutnik & 
Barrett (2003) have also found that second-generation Indian adolescents in Britain 
show a preference for Integration (termed ‘Acculturation’ in Hutnik’s model) both in
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terms of acculturation and self-identification. The preference for Integration as an 
acculturation strategy has been found cross-culturally with second-generation 
adolescents (Pawliuk, Grizenko, Chan-Yip, Gantous & Mathew et al., 1996; Berry, 
1997,1998). Ghuman’s work has also consistently found differences by religion within 
the South Asian group, with Hindu and Sikh youngsters scoring higher on 
‘Acculturation’ (meaning acculturation towards the host culture) than Muslim 
youngsters (Ghuman, 2003). However, it is not clear if these are purely religious 
differences, or whether they are confounded by country of origin as the majority of the 
Muslim youngsters had Bangladeshi or Pakistani origins, whereas the Hindus and 
Sikhs were predominantly Indian.
The literature on gender differences has been contradictory, both in terms of findings 
and in terms of theorising. Ghuman’s research (1991, 1994, 1997, 1998, 2003) 
predicted (and found) that female second-generation Indian adolescents would score 
higher on the acculturation dimension (meaning higher on acculturation towards the 
host culture) than boys as the host culture, with its greater gender equality would be 
regarded as a better option to aspire to. In contrast, Farver et al.’s (2002 )^ review 
of the literature led them to conclude that females are more likely to be identified with 
their original culture than males. They argue that separation, rather than an 
integration or assimilation style of acculturation may be more common among 
second-generation Indian females who are raised by traditional immigrant parents. In 
fact, Farver et al (2002^) found that females were more likely to demonstrate 
marginalisation acculturation style and males were more likely to show an integration 
acculturation style. One of the difficulties in making sense of these disparate findings 
is the confusion in terminology and also the confusion about what aspects of 
acculturation are actually being measured. For example, although Farver et al. 
(2002^) go on to say that acculturation and self-identification are separate constructs, 
in terms of gender differences, they talk about Indian adolescents being more 
‘identified’ with their own culture due to gender and hypothesise on this basis that 
they will be more acculturated towards the Indian culture. In addition, it seems that 
while Farver et al. (2002^) are measuring acculturation on the basis of behaviours, 
Ghuman actually measures acculturation on the basis of attitudes. It might be the 
case that while female second-generation Indian females aspire to a more western 
ideology and culture, their behaviour takes on a more ‘separation’ acculturation style 
due to the restrictions that may have been placed upon them by the family. In 
addition, Ghuman’s (1994) study of second-generation Indian adolescents aged 14 to
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16 in Canada, shows that girls appeared to be trying to achieve the ‘best of both 
worlds’ in terms of acculturating in different ways depending on the domain being 
measured. So, as expected, they scored higher on acculturation towards the western 
culture on items relating to gender equality. In addition, they were more in favour of 
retaining their natal language and watching Asian films than their male counterparts.
Acculturation and Outcome
Early research on the relationship between acculturation and mental health has 
focussed mainly on first-generation immigrants (cf. Berry & Kim, 1988), although the 
review of the literature so far has shown that the second generation are also at risk. 
The most commonly reported mental health difficulties in relation to acculturative 
stress are depression, anxiety and psychosomatic illness, which are also considered 
primary indices of mental health (Berry, 1998; Sam, 2000). A number of studies have 
demonstrated an association between acculturation strategy and mental health 
problems.
On the whole, research findings have shown that Integration is the acculturation 
strategy associated with most positive psychological outcomes, marginalisation is the 
strategy associated with the least positive outcomes, and separation and 
marginalisation fall somewhere in between depending on the ethnic group being 
investigated (Berry et al. 1989). Krishnan & Berry (1992), in their study of South 
Asians in the USA, found that integration predicted lower acculturative stress, 
separation predicted higher psychosomatic stress, and assimilation predicted higher 
psychological stress. Berry (1998) cites studies showing that integration style in 
second generation Greek, Vietnamese, Italian and Haitian youth was predictive of 
better self-image and self-esteem.
Berry & Sam (1996; cited in Berry, 1998) found that assimilation and marginalisation 
were associated with negative global self-evaluations, depressive tendencies, and 
psychosomatic symptoms. Similarly, Charron & Ness (1981: cited in Evans & Lee,
1998) found that Vietnamese adolescents who were not forming friendships with their 
American counterparts (i.e. not scoring highly on the acculturation towards the host 
culture dimension) were at risk for emotional distress.
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The studies by Farver et al. (2002^’^ ) have investigated the relationship between 
acculturation style and psychological functioning in second-generation Indian 
adolescents (aged 14 to 19 years old) in the USA. In the first study (Farver et al. 
2002^), they found that adolescents who had an integrated style of acculturation 
achieved higher academically, had higher social competence and global self-esteem 
than those who had marginalised or separation acculturation styles. Farver et al. 
(2002^) also found that adolescents who had an integrated or assimilated 
acculturation style had higher self-esteem than did adolescents with separated or 
marginalised acculturation styles. They also looked at ‘acculturation gap’ between 
first-generation parents and their second-generation adolescents. They found that 
adolescents reported lower self-esteem and higher anxiety ratings in families where 
there was an acculturation gap between the strategy adopted by the parents and the 
strategy adopted by the children. In addition, parents who had separated or 
marginalised acculturation styles reported greater family conflict than parents who 
had assimilated or integrated acculturation styles. However, Farver et al.’s (2002^’^ ) 
studies need to be interpreted with some caution as they used median splits to 
classify the sample’s scores on ‘Indianism’ and ‘Americanism’ dimensions into the 
four groups by acculturation strategy, which may have falsely categorised people into 
‘low’ and ‘high’ groups (see section above on criticisms of acculturation theory and 
research).
Farver et al.’s (2002®' )^ studies seem to suggest that better psychological outcomes 
are related to the acculturation strategies that emphasise contact and participation 
with the host culture, i.e. integration and assimilation. However, other studies 
contradict these findings. For example, Pawliuk et al. (1996) looked at acculturation 
style and outcome on the Child Behaviour Checklist with children aged between 6 to 
17 years. They found that children who adopted an assimilation style were over­
represented in the group that scored high on parent-reported total behaviour 
problems. Otherwise, no relationship was found between acculturation style and child 
psychopathology. Similarly, Sam (2000) carried out a study of 506 adolescents with 
immigrant (Vietnamese, Turkish, Chilean, and Pakistani) backgrounds living in 
Norway. He found that acculturation strategies accounted for around 4% of the 
variance for mental health outcomes, and surprisingly reported a positive relationship 
between mental health problems and integration. Sam (2000) explained that this 
might have been due to the low internal reliability of the integration strategy scale. In 
addition, Abouguendia & Noels (2001) investigated acculturation style and
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acculturation related ‘daily hassles’ in relation to self-esteem and depression in a 
university sample of South Asian young people in Canada. They found that 
separation was related to high depression in second-generation Indian young people, 
but no other correlates were found by acculturation style for depression. In addition, 
they found no significant correlates of self-esteem, contrary to most research 
findings. Instead, ingroup and outgroup ‘daily hassles’ predicted psychological well­
being in second generation individuals.
Overall, research seems to suggest that maintaining ties to both cultures is most 
adaptive. However, high self-esteem in most ethnic groups appears to be related to a 
strong ethnic identity (Sam, 2000; Steinberg & Morris, 2001). Social Identity Theory 
(Tajfel & Turner, 1979) predicts that, to the extent that ethnic identity is salient, it 
should be positively related to self-esteem and psychological well-being. This has 
been confirmed by empirical research, which has consistently found positive 
associations between ethnic identity and self-esteem, self-efficacy, and mental health 
outcomes that is robust across ethnicities, genders, and age groups (Sam, 2000; 
Leibkind, 2001, Steinberg & Morris, 2001; Farver et al. 2002* )^. Martinez & Dukes 
(1997) found that ethnic identity was an important mediator between independent 
variables of ethnicity and gender and dependent variables of self-esteem and self- 
confidence in a large-scale study of adolescents.
However, there is also a suggestion that negotiating ethnic identity can compound an 
already difficult developmental stage for adolescents from ethnic minority 
backgrounds (Evans & Lee, 1998). Thompson & Bhugra (2000) suggest that 
psychological health in adolescence depends on them being able to be less 
dependent on others and being emotionally self-reliant, which is difficult for second- 
generation Indian adolescents because of the discordant cultural expectations on 
their behaviour from the Indian culture. They suggest that this leads to lower self­
esteem in second-generation Indian adolescents, particularly females, and suggest a 
model that places self-esteem and self-identity as associated variables that increase 
the risk for psychological problems such as deliberate self-harm.
Ghuman (1998, 1999, 2003, 2004) explains that the search for identity during 
adolescence can make corresponding acculturation processes problematic for 
second-generation Indians. This period in Western cultures is marked by increased 
independence, self-reliance and separation from the family, and increased peer
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influence. In contrast, the concept of adolescence as a separate developmental stage 
does not even exist in Indian culture (Evans & Lee, 1998). For second-generation 
Indians adolescents, this may lead to conflicts between the traditional culture 
(represented mostly by the family) and the host culture (represented mainly by school 
and peers) (Evans & Lee, 1998). Berry (1997) echoes this point, claiming that older 
youth experience substantial problems with acculturative stress, possibly due to 
conflicts between home and peers, which could make them more vulnerable to 
developing psychological problems. In this way, psychological problems that arise 
during adolescence are considered, in part, to be mediated by acculturation and 
ethnic identification processes (Martinez & Dukes, 1997).
Study Aims
On the basis of the reviewed literature above, this study aimed to investigate the 
relationship between the process of acculturation and psychological well-being in 
second-generation Indian adolescents in Britain.
There is some suggestion that the process of acculturation may become more 
stressful for second-generation Indians through adolescence, as the difference 
between the culture represented by home and the culture represented by school and 
peers becomes more apparent during this time (Ghuman, 2003). However, the 
literature on acculturation, and acculturation as related to psychological outcome is 
often confusing, contradictory, and inconsistent. In fact, acculturation theory and 
studies that have attempted to investigate the relationship between acculturation and 
psychological adjustment have been criticised on conceptual and methodological 
grounds (Rudmin, 2003). As such, the findings from previous studies can at best be 
regarded as extremely tentative. Moreover, in the author’s knowledge, there has 
been no systematic study to date investigating the factors, including acculturation, 
that influence psychological well-being in second-generation Indian adolescents in 
Britain. This is surprising given the concerns that have been raised about the 
potential difficulties in acculturation faced by this group, and the clinical findings that 
provide some support for this contention (Ghuman, 2003, Thompson & Bhugra, 
2000).
On the basis of the literature reviewed, a model is proposed (see figure 2 below), 
which organises the variables to be investigated in this study. For most of the 
relationships proposed, the literature reviewed provides disparate findings and the
201
Major Research Project
guiding theory has been unclear on the expected direction of results. As such, this 
study was designed to be exploratory and therefore all hypotheses being tested were 
two-tailed. As criticisms of previous studies have advised against mixing distinctive 
features and dimensional models due to conceptual confusion and data loss 
(Rudmin, 2003), the acculturation and identification variables were measured and 
investigated as continuous dimensions. Authors have differed in the literature on their 
opinion of which dimension (contact and participation versus cultural maintenance) is 
most related to positive adaptation, which is another reason why, in this study, the 
dimensions were investigated separately. The variable ‘British acculturation’ 
corresponds to the contact and participation dimension in berry’s model (see figure 
1), whereas the ‘Indian acculturation’ variable corresponds to the cultural 
maintenance dimension in Berry’s model. The identification variables are defined 
similarly. In addition, following from the critical discussion about the conceptual 
distinction between ethnic identification and acculturation, identification and 
acculturation were investigated as separate variables. However, as previous studies 
have often confused the terms or used linear, one-dimensional models of 
acculturation and identification, it is not clear whether reported differences in 
acculturation style or consequent psychological outcome can be attributed to 
variations in British acculturation (or identification) or Indian acculturation (or 
identification).
The study aimed to investigate the main effects of the independent variables of age 
and gender on acculturation and identification variables and the mental health 
variables of self-esteem, internalising, externalising, and total behaviour problems. In 
addition, in accordance with the model outlined in figure 2, the aim of the study was 
to systematically investigate the predictive ability of age and gender on the 
acculturation and identification variables; the predictive ability of age, gender, 
acculturation and identification on self-esteem; and the predictive ability of age, 
gender, acculturation, identification, and self esteem on internalising, externalising, 
and total problems behaviours in second-generation Indian adolescents in Britain.
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METHOD 
Sample
In accordance with minimum sample size requirements from power calculations (see 
appendix A), 106 second-generation Indian adolescents were recruited to participate 
in this study. Second-generation Indian adolescents were operationally defined in this 
study as those adolescents who attended state mainstream secondary school in 
years 8 to 11 at the time of data collection, who identified themselves as being from 
an Indian ethnic background, who were either born in Britain or had spent the 
majority of their schooling in Britain, and whose mothers and fathers were both born 
outside of Britain. In addition, participants needed to be proficient enough in the 
English language to be able to give written consent and understand and answer 
questions in the questionnaire. They also needed to be able to concentrate for at 
least 30 to 45 minutes, and be present at school on the day of data collection.
Participants were aged between 12.67 years and 16.75 years (Mean age = 14.84 
years, SO = 1.12). Table 1 below shows the numbers of participants broken down by 
year group and sex.
Table 1 -  Numbers of participants bv academic vear and gender
MALE FEMALE TOTAL
YEARS 12 12 24
YEARS 7 11 18
YEAR 10 19 12 31
YEAR 11 2 31 33
TOTAL 40 66 106
62.3% of the participants were female (N=66) and 37.7% of the participants were 
male (N=40). Most of the participants (85.8%, N=91) were born in Britain. The 
remaining 14.2% (N=15) of the participants had arrived in Britain before their ninth 
birthdays. 66% (N=70) of the participants lived with both parents and 22.6% (N=24) 
of the participants lived in extended families. 49.1% (N=52) of participants’ mothers 
were born in India, with 46.2% (N=49) of mothers being born in East African
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countries. In terms of religion, the majority of the participants were Hindu (90.6%, 
N=96), followed by Muslim (2.8%, N=3), Sikh (2.8%, N=3), and Jain (2.8%, N=3), and 
lastly, Christian (0.9%, N=1). The most common main language spoken at home 
among the participants was Gujarati (53.8%, N=57), followed by English (39.6%, 
N=42). Other main languages spoken at home included Hindi, Kutchi, Punjabi, and 
Urdu.
Measures
Self-report questionnaire measures were used to obtain information related to 
demographics, acculturation strategies, self-categorisation, self-esteem, and extent of 
emotional and behavioural difficulties. Questions about ethnicity were based on the 
categories suggested by the Commission for Racial Equality (CRE), which were used 
in the 2001 census. A number of individual published scales were put together in a 
questionnaire pack (given in appendix B), which included an information sheet and 
consent form for participants. The individual scales are described in more detail 
below.
Hutnik’s scales of cultural adaptation and self-categorisation (Hutnik. 2002)
Hutnik’s scales have been developed in Britain to measure acculturation and self­
categorisation among minority ethnic groups in Britain, with particular reference to the 
Indian ethnic group. There are a limited number of scales available to assess 
acculturation strategies and self-categorisation for people from ethnic minority 
backgrounds. Hutnik’s scales were chosen because they have been developed 
relatively recently and allow measurement on two dimensions separately: 1) 
identification with, attitude towards and involvement in own ethnic (i.e. Indian) culture, 
and 2) identification with, attitude towards and involvement in mainstream British 
culture. In addition, the acculturation items on this scale cover a variety of domains, 
including most of the domains (religion, rites of passage, language, dietary habits, 
and leisure activities) that a good acculturation measure should cover (Bhugra, Bhui, 
Mallett, Desai, Singh, & Le ff, 1999)
Adequate internal consistency (a = 0.70) and validity has been reported for the 
acculturation scale (Hutnik & Barrett, 2003).
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Hutnik’s scales formed section 3 of the questionnaire pack (see appendix B) and 
included instructions on how to complete the items. Ten items (items 1 to 10) 
comprised the acculturation scale. Each item appeared as a pair of statements, with 
one statement measuring Indian acculturation and the other statement measuring 
British acculturation. An example of one of the acculturation pairs is given below.
For example:
10a) I enjoy eating Indian food SD D A SA □
10b) I enjoy eating English food SA A D SD □
Participants were required to indicate the degree to which they agreed with each 
statement and tick the box if they did not know. Some of the statements were slightly 
altered from the original scale to make each statement in a pair exactly parallel to 
each other, while trying to keep the phrasing of the items simple enough for younger 
adolescents to understand.
Six items comprised the self-categorisation scale (items 11 to 16) and followed the 
same format as the acculturation items. Three items were added to the original scale 
to make six items to increase the reliability and robustness of the scale. An example 
of one of the self-categorisation items is given below.
11a) I think of myself as Indian SD D A SA □
11b) I think of myself as British SA A D SD □
The position of the ‘Agree’ pole varied from left to right between the statements to 
control for possible order effects. Responses were scored on a five-point scale, 
(Strongly Agree -5, Agree -4, Don’t know-3, Disagree-2, Strongly Disagree 1) so that 
a high score indicated high acculturation to the culture being measured.
Rosenberg Self-Esteem Scale (RSE: Rosenberg. 1965: 1986)
The RSE was developed initially by Rosenberg (1965) with an adolescent population 
to be a unidimensional measure of global self-esteem. It is available in the public 
domain, has been the most widely used in research and clinical settings, and has
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documented reliability and validity (Andrews, 1998). The ten RSE items were 
included in the questionnaire pack under section 2. Participants were required to 
respond to the 10 statements on a four-point likert-type scale ‘Strongly Agree - 4’ to 
Strongly Disagree - 1 ’, so that a high score indicated high self-esteem. An example is 
given below.
For example:
A. On the whole, I am satisfied with myself SA A D SD
However, half the items are positively worded and half the items are negatively 
worded, and so the negative items were reverse-scored for the purposes of analysis.
The Youth Self Report Form (YSR; Achenbach, 2001)
The YSR is a self-report parallel-form of an integrated set of parent-, self-, and 
teacher- rating forms designed to assess different types of adaptive and maladaptive 
functioning in children and adolescents. The YSR is completed by youths to describe 
their own functioning, and is normed for youths between the ages of 11 to 18. The 
normative sample is comprised of youths from different ethnic backgrounds. These 
rating scales have been used and researched worldwide. Moreover, the YSR manual 
extensively reports established content, criterion-related, and construct validity as 
well as evidence of good reliability.
The scale contains 112 items presented as statements. Participants are asked to 
indicate how true the items are about them within the last 6 months, using a three- 
point scale, which ranged from 0 - ‘not true’, through 1 ‘somewhat or sometimes true’, 
to 2 - ‘very true or often true’. An example is given below.
For example:
14.1 cry a lot 0 1 2
The 112 items forming the questionnaire cover eight scales, which form second- 
order scales. Finally summing the problem scales yields a total problem behaviour 
score, which reflects an overall index of the severity of reported problems.
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Internalising problems and externalising problems are the second-order scales that 
are formed, which represent more global groupings of problems reflecting the 
distinction between problems within the self characterised by anxiety, depression, 
psychosomatic complaints, and withdrawal (Internalising), and problems that have 
effects outside of the self, such as conflicts with other people and aggressive 
behaviours (externalising) (Achenbach & Rescorla, 2001).
The eight primary scales, two second-order scales and total problem behaviour 
scales are as follows (internal reliability co-efficients quoted from the manual are 
given in parentheses for each scale, Achenbach & Rescorla, 2001): 
anxious/depressed (a  = 0.84), withdrawn/depressed (a  = 0.71), somatic complaints 
(a  = 0.80), social problems (a  = 0.74), thought problems (a  = 0.78), attention 
problems (a  = 0.79), rule-breaking behaviour (a  = 0.81), aggressive behaviour (a  = 
0.86), overall externalising (a  = 0.90), internalising (a = 0.90) and total problem 
behaviour (a  = 0.95).
Design
The study employed a correlational design, with statistical analyses exploring the 
relationship between the ten main variables as outlined in the Introduction. Two main 
types of analysis were planned in this study: between-groups analysis and multiple 
regression analysis.
Responses on the Indian acculturation, British acculturation, Indian identification, 
British identification, self-esteem, externalising problems, internalising problems, and 
total behaviour problems were investigated between age and gender groups. For 
the between-groups analysis, the sample was split into two age groups: younger 
adolescents (year groups 8 and 9), and older adolescents (year groups 10 and 11), 
thus forming 2 (age) X 2 (gender) independent groups. The Indian and British 
acculturation and identification variables, and the self-esteem variables were included 
as predictors along with age and gender in the multiple regression analyses.
Procedure
Following approval from the University Ethics Committee (Appendix 0), all eight 
secondary (state) schools in the London borough of Harrow were invited to
2 0 8
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participate in the study. Seven of the schools were mixed, while one was a girls-only 
school. An additional seven participants were recruited through the author’s personal 
and extended contacts from the same geographical area. The London borough of 
Harrow was chosen as a setting for this study as it boasts a multi-cultural population, 
and particularly, a large community of residents of Indian origin. Letters were sent out 
to the head teachers of the schools with an information sheet to introduce the study, 
which was known as The Youth and Well-Being Study’ (Appendix D). This was 
followed up with phone calls to the schools to try and arrange a meeting with the 
head teacher to discuss the study in further detail. Following one meeting with a head 
teacher, and phone conversations with two deputy head teachers, three schools 
agreed to participate in the study, of which one was the girls-only school. Phone calls 
to the remaining schools were not returned and no interest was shown in participating 
in the study. Schools were asked to confirm in writing that they had agreed to 
participate in the research project. To facilitate and maximise each school’s 
participation, it was necessary to accommodate their conditions and limitations. The 
girl’s school allowed data collection from only the year 11 students just prior to them 
leaving for GCSE study leave. The two mixed schools allowed data collection from 
year 8, 9, and 10, but not year 11s as it was too close to their final GCSEs.
The study was introduced to all participants verbally either by the author or by a 
teacher. Adolescents under the age of 16 were asked to take home an information 
sheet and consent form for parents/carers (Appendix E). Adolescents over the age of 
16 did not require parental consent. At the time of data collection, participants were 
provided with an information sheet and a consent form that they needed to sign, 
which was included as the first part of the questionnaire pack (appendix B).
The adolescents completed the questionnaire, which took around 30 to 45 minutes 
under classroom or quiet conditions, in school time or at a convenient time, and in the 
presence of school teachers and/or the author. After completing the questionnaire, 
participants were provided with a list of local and national resources that they could 
us to access support in case completing questions about feelings, self-esteem, and 
behaviours brought any difficult issues to the forefront of anyone’s minds (appendix 
F). Following data collection, each participant was assigned a unique identifier, which 
was noted on the consent form and the questionnaire. The consent form was then 
separated from the questionnaire to make the research data anonymous.
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As the questionnaire included the YSR, which is also a clinical screening instrument, 
participants, schools, and parents were made aware of the limits of confidentiality. 
The information sheet for participants, schools, and parents described the limits of 
confidentiality in terms of the researchers’ duty to inform a responsible adult if any 
concerns were raised from the participant’s responses about their personal safety or 
the safety of others. Plans were also made to feedback the results of the study to 
headteachers in general terms.
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RESULTS
The results are presented in three main sections. Firstly, preliminary analyses are 
presented, which includes overall descriptive statistics, internal reliability co-efficients 
for each of the dependent variables, and tests for suitability for parametric testing. 
Secondly, the between-groups statistical analysis is presented. Thirdly, the multiple 
regressions are presented. Due to the exploratory nature of the study, all hypotheses 
being tested were two-tailed. Statistical analysis was carried out using SPSS for 
Windows, version 11.5.
Preliminary Analysis
Table 2 below presents descriptive statistics in the form of means, standard 
deviations, minimum, maximum and range, along with internal consistency 
(Chronbach’s Alpha) co-efficients for all the dependent variables in the study, for the 
sample as a whole.
Table 2 -  Descriptive Statistics and Internal Reliabilities for Dependent Variables
Mean Standard
Deviation
Minimum -
Maximum
(Range)
Internal
Reliability
(Chronbach’s
a)
Indian Acculturation 35.61 5.32 1 8 - 4 5  (27) 0.69
British
Acculturation
39.78 4.63 27 -  50 (23) 0.64
Indian Identification 25.91 3.45 1 6 - 3 0  (14) 0.72
British Identification 20.03 5.52 2 - 3 0  (28) 0.81
Total Self-Esteem 29.09 4.20 11 -3 7  (26) 0.79
Internalising
Problems
17.73 10.10 2 - 5 2  (50) 0.76
Externalising
Problems
12.34 6.98 2 - 3 8  (36) 0.78
Total Behaviour 
Problems
49.14 24.85 9 -1 2 8  (119) 0.82
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Evaluation of Assumptions
Tests of normal distribution were carried out on all the dependent variables listed in 
Table 2. Results of these tests led to the transformation of two variables to reduce 
skewness, kurtosis, and improve the normality of the distribution. A logarithmic 
transformation was used on the measure of Externalising Problems and a square root 
transformation was used on the measure of British Identification. The transformed 
variables were used subsequently in all reported statistical analyses.
Between-Group Analyses
Two-way Analysis of Variance (ANOVA) parametric tests were employed to examine 
main and interaction effects of the Independent Variables Age Group and Gender on 
each of the Acculturation (Indian Acculturation, British Acculturation, Indian 
Identification, British Identification) and Mental Health (Self-esteem, Internalising 
Problems, Externalising Problems, Total Problem Behaviours) Dependent Variables. 
The sample was divided up into two age groups for the purposes of between-groups 
analysis, with group 1 consisting of academic years 8 and 9, and group 2 consisting 
of academic years 10 and 11. Descriptive statistics (means, with standard deviations 
in parentheses) for each of the inferential tests are presented individually in a table as 
they are reported. Means and standard deviations relating to statistically significant 
results are shown in bold font. The results for the Acculturation variables are 
presented first, followed by the results for the Mental Health variables.
Age and Gender Differences on Acculturation Dependent Variables
No significant main or interaction effects of Age and Gender were found in relation to 
Indian Acculturation scores. A significant main effect for Gender [F (1, 102) = 4.33, 
p=0.04. Partial r f  = 0.041], and for Age group [F (1, 102) = 4.43, p=0.04. Partial r f  = 
0.042] was found on British Acculturation scores. Table 3 below shows that males 
scored significantly higher on British Acculturation compared to females, and older 
adolescents scored significantly higher on British Acculturation compared to younger 
adolescents.
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Table 3 -  British Acculturation Score Descriptive Statistics by Age and Gender
MALE FEMALE TOTAL
Younger 40.42 (3.89) 37.04 (3.66) 38.57 (4.09)
Older 40.86 (4.70) 40.44 (4.92) 40.58 (4.82)
TOTAL 40.65 (4.29) 39.26 (4.78) 39.78 (4.63)
A significant main effect of Gender [F (1, 102) = 4.37, p=0.04. Partial t f  = 0.041] 
was found for Indian Identification Scores. Table 4 below shows that males scored 
significantly higher on the Indian Identification measure than females. No significant 
main or interaction effects of Age and Gender were found for the British Identification 
scores.
Table 4 -  Indian Identification Score Descriptive Statistics bv Age and Gender
MALE FEMALE TOTAL
Younger 27.32 (2.81) 26.26 (3.26) 26.74 (3.08)
Older 26.57 (3.01) 24.77 (3.73) 25.36 (3.59)
TOTAL 26.93 (2.90) 25.29 (3.62) 25.91 (3.45)
Age and Gender Differences on Mental Health Dependent Variables
A significant main effect of Gender [F (1, 102) = 14.84, p<0.001, Partial r f  = 0.13] 
was found on Self-esteem scores. Table 5 below shows that males reported 
significantly higher self-esteem compared to females.
Table 5 -  Self-esteem Score Descriptive Statistics bv Age and Gender
MALE FEMALE TOTAL
Younger 31.05 (2.99) 28.00 (4.50) 29.38 (4.14)
Older 31.05 (3.14) 27.86 (4.36) 28.91 (4.25)
TOTAL 31.05 (3.03) 27.91 (4.38) 29.09 (4.20)
213
Major Research Project
A significant’' main effect of Gender [F (1, 102) = 27.06, p<0.001. Partial r f  = 0.21] 
was found on the Internalising Problems scale. Table 6 below shows that females 
reported significantly higher rates of internalising problems compared with males. No 
significant main or interaction effects of Age and Gender were found on Externalising 
Problems scores.
Table 6 -  Internalising Problems Descriptive Statistics bv Age and Gender
MALE FEMALE TOTAL.
Younger 11.92 (6.24) 20.52 (11.72) 16.63 (10.47)
Older 11.37 (6.24) 21.92 (9.49) 18.46 (9.87)
TOTAL 11.63 (6.17) 21.43 (10.26) 17.73 (10.10)
A significant main effect of Gender [F (1, 102) = 9.55, p=0.003. Partial r f  = 0.09] was 
found for Total Problem Behaviours. Table 7 below shows that females scored 
significantly higher on the Total Problem behaviours scale compared with males.
Table 7 -  Total Problem Behaviours Descriptive Statistics bv Age and Gender
MALE FEMALE TOTAL
Younger 36.92 (17.55) 52.52 (30.92) 45.46 (26.64)
Older 41.75(19.51) 56.34 (23.98) 51.55 (23.50)
TOTAL 39.45 (18.53) 55.01 (26.43) 49.14 (24.85)
Summary
Two-way ANOVAs were employed to investigate Age and Gender differences on the 
-Acculturation and Mental Health dependent variables. No interaction effects were 
found on any of the variables. Males scored significantly higher than females on 
measures of British Acculturation, Indian Identification, and Self-esteem. Females 
scored significantly higher than males on measures of Internalising and Total 
Behaviour problems. Older adolescents scored significantly higher on British 
Acculturation compared with younger adolescents.
Due to inequality of variances, ttie anaiyses were repeated using non-parametric Mann-Wtiitney tests, yieiding ttie same results
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Bivariate Correlations and Multiple Regression
Before investigating the relationships between variables using multiple regression, 
preliminary analysis using bivariate Pearson product-moment correlation co-efficients 
were carried out to explore associations between all the variables. Results are shown 
in Table 8. All significant results are presented in bold text, with effect sizes in 
parentheses.
Table 8 presents a number of statistically significant correlations between the main 
Independent and Dependent Variables in the study, which were investigated in more 
detail in the multiple regression analyses presented below. In addition, significant 
positive correlations were also found between Indian Acculturation and Indian 
Identification; and between British Acculturation and British identification.
Multiple Regressions
The study aims, presented at the end of the Introduction, organised the relationships 
between variables to be investigated in an exploratory predictive model. Standard 
multiple regression analyses were performed to investigate these relationships 
between the variables as presented in the model. This was considered appropriate 
for the exploratory model as it allowed all independent predictor variables to be 
entered into the regression simultaneously, while evaluating the predictive ability of 
each independent variable over and above all the others (Tabachnick & Fidell, 
1996).
To examine the relationships between variables in the model, the data analysis was 
broadly carried out in three stages. The first stage investigated the predictive ability of 
Age and Gender on (Indian and British) Acculturation and (Indian and British) 
Identification. In the second stage. Acculturation and Identification were included as 
predictor variables along with Age and Gender to assess the degree to which all six 
variables were predictive of Self-Esteem. In the last multiple regression, Self-Esteem 
joined Age, Gender, (Indian and British) Acculturation, and (Indian and British) 
Identification as an Independent predictor variable to examine the predictive ability of 
all the Independent variables on the three dependent variables: Internalising, 
externalising, and total problem behaviours.
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The results are presented below firstly by dependent variable being investigated. 
Following this, figure 3 presents a diagrammatic representation of the results in 
accordance with the original model proposed in the Introduction.
Stage 1 - Predicting Acculturation and Identification
Four standard multiple regressions were performed to examine how much of the 
variance in the Indian Acculturation, British Acculturation, Indian Identification, and 
British Identification scores could be explained by the predictor variables Age and 
Gender. As Gender is a dichotomous variable, it was entered into the regression 
calculation as a dummy variable. Gender \JS = -0.20, Adj. R^= 0.04, F (2, 103) =3.08, 
p=0.05] was found to make a significant contribution to the variance in the British 
Acculturation Scores. Age = 0.19, Adj. R^= 0.04, F (2, 103) =3.08, p = 0.053] just 
missed statistical significance, but the direction of the result suggests that age was 
positively associated with British Acculturation. The effect size was small, with the 
model predicting only 4% of the variance in British Acculturation scores. For the 
Gender variable, males were entered as 1, and females were entered as 2. 
Therefore, the negative correlation shows that, in this sample, being male was 
associated with higher scores on British Acculturation.
Also, Age \p = -0.23, Adj. R  ^= 0.08, F (2, 103) = 5.83, p=0.02] was found to make the 
only unique significant contribution to explaining the variance in Indian Identification 
scores. The negative correlation shows that younger age was predictive of higher 
scores on Indian Identification. Again, the size of the effect was small, with the model 
explaining only 8% of the observed variance in scores. Age and Gender were not 
found to make any significant contributions to Indian Acculturation or British 
Identification.
Stage 2 - Predicting Self-esteem
A standard multiple regression was performed to examine how much of the variance 
in Self-esteem scores could be explained by six predictor variables: Age, Gender, 
Indian Acculturation, British Acculturation, Indian Identification, and British 
Identification. Only one significant finding emerged from this analysis. Gender = 
-0.36, Adj. R  ^= 0.16, F (6, 98) = 4.18, p < 0.001] was found to contribute significantly 
to the observed variance in Self-esteem scores. The negative correlation indicates
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that being female was predictive of lower self-esteem scores. A moderate effect size 
was found, with 16% of the variance in Self-esteem scores being explained by the 
model. Age, Indian Acculturation, British Acculturation, Indian Identification, and 
British Identification were not found to make significant unique contributions to Self­
esteem.
Stage 3 - Predicting Internalising. Externalising, and Total Problem Behaviour
Three multiple regression analyses were carried out to investigate how much of the 
variance in Internalising, Externalising, and Total Problem Behaviour scores could be 
explained by the seven predictor variables: Age, Gender, Indian Acculturation, British 
Acculturation, Indian Identification, British Identification, and Self-esteem. Gender 
= 0.25, Adj. = 0.44, F (7, 97) = 12.86, p = 0.004] and Self-Esteem \p = -0.53, Adj. 
R  ^= 0.44, F (7, 97) = 12.858, p < 0.001] were both found to make unique significant 
contributions to the variance on Internalising Problem scores, with the model 
accounting for 44% of the total variance. Self-esteem made more of a contribution 
than Gender. From the direction of the results, lower self-esteem was associated with 
higher scores on Internalising problems and being female was associated with higher 
scores on Internalising problems. The Acculturation and Identification variables, and 
Age, were not found to make a significant contribution to Internalising problems 
scores.
Of the seven predictor variables, only Self-esteem was found make a significant 
contribution to both Externalising problems = -0.37, Adj. R  ^= 0.12, F (7, 97) = 2.97, 
p < 0.001], and Total Problem Behaviours =h -0.53, Adj. R  ^ = 0.32, F (7, 97) = 
8.03, p < 0.001], with the models predicting 12% and 32% of the variance 
respectively. The direction of results indicates a negative correlation, showing that 
Externalising and Total Problem behaviours are associated with lower self-esteem. 
Age, Gender, and the Acculturation and Identification variables were not found to 
make a unique significant contribution to the observed variance in Externalising and 
Total Problem Behaviour scores.
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Figure 3 - Regression Model
0.20'
Gender -0 .23* ^
Indian
Acculturation
British
Acculturation
Indian
Identification
British
Identification
0.26** " ...
Internalising
Problems
- 0.37'
\
Externalising
Problems
\ - 0 .5 3 '
./ - 0.36***
Total
Problems
Ad.R^= 0.44 
F (7,97) = 12.86 
P < 0.001
Ad.R '= 0.12 
F (7,97) = 2.97 
P < 0.001
Ad.R^= 0.32 
F (7,97) = 8.03 
P < 0.001
= p<0.05, ** =p<0.005, *** = p<0.001
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DISCUSSION
This study aimed to investigate the relationships between acculturation processes 
(including identification) of second-generation Indian adolescents in Britain and 
mental health outcomes, measured in terms of self-esteem, internalising, 
externalising, and total problem behaviours. In addition, given that age and gender 
differences have been noted to varying degrees in both the acculturation literature 
and the psychological adjustment literature, this study aimed to systematically 
investigate the influences of age and gender on acculturation and identification 
processes, and the differential influences these variables had on mental health 
outcomes. The variables were organised in an exploratory model that was outlined in 
figure 2 at the end of the Introduction section.
The main findings will be briefly summarised first, which will be followed by a 
discussion of each of the findings with respect to the reviewed theoretical and 
empirical literature. A section on study strengths and limitations will follow, but these 
will already have been touched upon somewhat in the previous section as part of the 
explanations of findings. The discussion will end with directions for future research 
and clinical practice, followed by an overall conclusion
Summary of findings
Examination of the descriptive statistics presented in Table 2, shows that the mean 
levels of Indian and British acculturation are similar, and in fact the mean Indian 
acculturation score is fractionally lower than the mean level of the British 
acculturation scale for this sample.
No main effects of age and gender were found on Indian acculturation by age or 
gender. Main effects of age and gender were found on the British acculturation scale, 
but the effect of age was not sustained in the multiple regression analysis, which 
showed that when age and gender were considered together, the only significant 
contribution to the variation in British acculturation scores was from gender. 
Specifically, being male was associated with higher scores on the British 
acculturation scale. A significant main effect of Gender was found on Indian 
Identification, with males scoring higher than females. Pearson correlations found 
significant associations between age, gender and Indian Identification, but the
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predictive ability of gender was not sustained in this analysis. Age was most 
predictive. Lower age was predictive of Higher Indian Identification. No significant 
effects of Age and Gender were found on British Identification and British 
Identification did not predict anything. In addition, in line with recent findings (Hutnik & 
Barrett, 2003) ethnic identification and acculturation for both the Indian and British 
cultures were found to be positively associated with each other.
The results showed strongly that females reported lower self-esteem than males. 
This was found in the AN OVA, Pearson correlations, and most importantly the 
multiple regression analysis in which other hypothesised predictors of self-esteem 
were also entered. Females were also found, from all statistical analyses, to report 
more internalising problems than males. Low self-esteem was found to be strongly 
associated with higher internalising problems, externalising problems, and total 
problem behaviours in the sample as a whole. Age and gender did not appear to be 
associated with externalising problems. The ANOVA showed that females scored 
significantly higher on the total behaviour problems scale compared to males and the 
Pearson correlations confirmed the gender finding and also showed a positive 
association with age and a strong negative correlation with self-esteem. However, 
self-esteem emerged as the only significant predictor of total problem behaviours in 
the multiple regression analysis.
Explanation of findings
Findings relating to Acculturation Variables as dependent variables
In this study, boys were found to have higher scores on acculturation towards the 
British culture compared with girls. This appears to contradict Ghuman’s (1997, 1998, 
2003) argument that Indian females tend to score higher on ‘acculturation’ as aspects 
of the Western host culture, such as gender equality in freedom and choices, may be 
regarded as more favourable by girls. However, there were no differences found in 
this study in Indian acculturation by gender, which also appears to contradict Farver 
et al.’s (2002^'^) contention that girls would be more likely to show a preference for 
their own culture due to their traditional socialisation at home. On the other hand, the 
results may not be contradictory to previous findings, as the studies mentioned might 
have differed on what aspects of acculturation were being measured, for example in 
terms of domains, attitudes, behaviours and social contexts.
221
Major Research Project
The results of this study indicate that while girls were just as likely as boys to pursue 
cultural maintenance, they were less likely than boys to pursue contact and 
participation with the mainstream British culture. One explanation of this finding can 
be speculated by looking at what the acculturation items measured. The items used 
in the present questionnaire, including food, music, and entertainment preferences 
appeared to reflect everyday aspects of life, which were unlikely to be distinguished 
as being overly British or Indian orientated. Moreover, Ghuman (1994) notes that girls 
appeared to be acculturated towards the Indian culture more in certain domains, such 
as entertainment preferences and preserving their natal language compared with 
boys. Differences in acculturation style of boys and girls may have been more 
apparent if the items included in the questionnaire had greater relevance to the 
particular contentious or conflictual issues between the western and Indian cultures in 
adolescence. These might have included items that addressed views and attitudes 
towards gender equality versus gender differentiation, collectivism versus 
individualism, and autonomy. This point relates to the contention by Arends-Toth & 
van de Vijver (2003) that acculturation attitudes and strategies can vary according to 
the domain being measured.
Lower age was found to be predictive of higher Indian Identification. This can be 
interpreted as being both supportive and contradictory to existing literature. It 
supports the idea that children become less ethnocentric as they get older (Phinney, 
1990, 1993) and confirms the finding that younger adolescents had stronger ethnic 
identities than older adolescents (Branch, 2001). On the other hand, it contradicts the 
findings of many previous studies that show that children become more resolved in 
their ethnic identities, as they get older (Phinney, 1990).
Findings related to Mental Health variables as dependent variables
The finding that females reported lower self-esteem and internalising problems 
appears consistent with findings reported in the literature for females in general 
(Martinez & Dukes, 1997; Abouguendia & Noels, 2001; Steinberg & Morris, 2001), 
and for second-generation Indian young women in particular (Thomas & Bhugra, 
2000; Ghuman, 2003, 2004). Atzaba-Poria (2002) found associations between low 
self-esteem and all the problem behaviour scales for second-generation Indian 
children in Britain, of middle childhood age. The strong association between low self­
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esteem and all the problem behaviour scales in this study seems to suggest that this 
pattern continues into adolescence.
The key findings in this study are notable by their absence: the lack of association 
between any of the acculturation (including identification) variables and mental health 
outcomes. This contradicts most of the available empirical and review literature, 
based in four-fold models of acculturation, which has concluded that ‘Integration’ or 
strategies characterised by high cultural maintenance and participation in the host 
culture lead to better psychological outcomes, with marginalisation (or low 
involvement with both the host and original) culture being related to worse outcomes 
(Berry, 1997; 1998, Ghuman, 1999). However, following from Rudmin’s (2003) 
conclusion that there is no robust evidence to suggest that integration leads to better 
psychological outcomes, it is possible that there is no strong relationship between 
acculturation and mental health outcomes as found in this study. Moreover, there is a 
commonly accepted publishing bias in the literature whereby journals are reluctant to 
publish null results, hence it may be that other studies do exist that do not show a 
relationship between acculturation and mental health outcomes, but they have not 
been published and therefore not available in the publicly available literature.
However, given that so much has been written in the literature about how the 
acculturation process in second-generation adolescents places them at risk of mental 
health difficulties, it is important to explore other potential reasons why these 
associations were not found in this study. In doing this, the utility of the acculturation 
model will be considered, as well as characteristics of the sample and the measures 
used.
The acculturation processes of second-generation Indian adolescents are thought to 
lead to problems in psychological adjustment because of the presumed conflict 
between the traditional Indian culture advocated at home and the mainstream British 
culture represented by school and peers (Ghuman, 2003). This is purported to lead to 
‘acculturative stress’, which places individuals at risk of developing psychological 
problems (Berry, 1997; 1998). However, this study did not include a measure of 
acculturative stress. Therefore, the exploratory model outlined at the beginning could 
possibly have had an ‘acculturative stress’ box placed in between the acculturation 
boxes and mental health outcome boxes. Moreover, as mentioned above, the 
domains covered in the acculturation questionnaire were not really controversial and
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did not comprehensively cover attitudes towards differences in ideologies that might 
that become problematic in adolescence. An ideal questionnaire would have been 
one that measures the strategies and coping resources that individuals use when 
they encounter a situation where the two cultural orientations are in conflict.
It may be that in this particular sample, the process of negotiating the two cultures 
may not have been stressful, due to other contextual and personal factors that may 
have been protective. Berry's (1997) paper places his model in a framework with 
other factors that are known to be linked to variations in acculturation style and 
mental health outcomes. On the whole, researchers have tended to ignore the 
framework and just look at psychological outcome in terms of the acculturation 
strategies.
Contextual factors that Berry (1997) proposes, but is also criticised for minimising 
(Horenzyck, 1997), is the attitude and cultural make-up of the host culture. This study 
was conducted in an area that had a high Indian population and boasted its 
multicultural make-up. Ghuman (2003) suggest that this kind of social and political 
climate has been found to be associated with better outcomes as it encourages 
cultural maintenance and participation in the host culture. Due to the cultural make-up 
of the wider society, the culture represented by school may not actually be too 
culturally distant from the culture represented by home, especially if many of the 
adolescents in the sample had Indian friends as well. In this case, the observation 
that adolescents could be socially isolated at school and at home, which could lead to 
poorer outcomes, may not be valid. It is possible that their peers share similar 
experiences, which could act as a source of support.
As mentioned above, it is the conflict between Indian traditional home life and 
mainstream British school life that is thought to bring about problems in acculturation. 
However, in this sample many of the parents had come from East Africa, presumably 
at a young age, and may have already undergone a process of acculturation 
themselves, which may have resulted in them adopting some of the mainstream 
British cultural practices. If this is the case, then the ‘acculturation gap', which has 
been found to be related to poorer outcomes (Farver et al, 2002^), may have been 
narrowed in this sample. However, this is only speculative, as parental acculturation 
preference or generational status were not ascertained fully in this study.
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In a recent interview with Barrett (2004), Ghuman talked about ‘compartmentalisation’ 
as a strategy that Indian second-generation girls use to deal with conflicts between 
home and school. This involves keeping the two worlds apart, psychologically 
speaking. This idea fits in with the idea of ‘alternation’ as a protective acculturation 
strategy proposed by Coleman and his colleagues (cf. LaFromboise et al. (1993); 
Coleman et al., 2001). Coleman proposes that in the alternation model it is possible 
for an individual to know and understand two cultures and alternate between the two 
depending on the domain and social context. Further, Coleman (2001) suggests 
different acculturation strategies are available to individuals simultaneously, and the 
choice of strategy will depend on the setting, goals in that setting, and ability to 
achieve those goals. In contrast, the acculturation measure used in this study, based 
in linear and orthogonal models of acculturation assumes a uniform method of 
acculturating across all social contexts and domains. As such. Berry’s (1997, 1998) 
model, which forms the basis of most current empirical research is simply not able to 
account for the ‘alternation’ or ‘compartmentalisation’ strategies that have been used 
by second-generation Indian adolescents, particularly in domains such as dating and 
relationships (Ghuman, 2003).
In addition. Berry (1997) proposes that various personal and family factors that exist 
prior to acculturation may have an influence on the type of acculturation strategy 
adopted and the subsequent outcome. This could include factors such as locus of 
control, temperament, intelligence, motivation, and family relationships. As such, it 
may be that the variations in mental health outcomes noted in this sample might be 
attributable to other personal, contextual, and family factors that have not been 
investigated in this study.
Strengths and Limitations
This study can boast a number of strengths over previous studies that have 
attempted to map acculturation to mental health outcomes. Firstly, in considering 
Rudmin’s (2003) criticisms, this study adopted a dimensional approach to measuring 
acculturation rather than reducing dimensional data to categorical data. Secondly, 
while many authors have confused the concepts of identification and acculturation 
and used linear, models with each culture at two opposite ends of the dimension, this 
study measured acculturation and identification as separate constructs, with each 
comprising two dimensions relating the Indian and British mainstream culture. Lastly,
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this study attempted to systematically explore the role that acculturation and 
identification processes had in mediating age and gender differences in psychological 
adjustment, and in this way aimed to integrate the separate mental health literatures 
on acculturation, age, and gender. However, there were many limitations to the 
study, which limit the conclusions that can be drawn. These are discussed below.
Methodoloov
This study suffers from the same limitations as other studies that use self-report 
methods. Self-report relies on the ability and motivation of the participants to give 
accurate information in response to questions (Breakwell, 1995). In this study, there 
may have been some degree of random or inaccurate responding, particularly if 
taking into consideration the length of the questionnaire. Fife-Schaw (1995^) suggests 
that forms that take forty-five minutes to complete are only appropriate in cases 
where respondents are highly motivated to help you. The questionnaire in this study 
was relatively long, and possibly tedious to fill in. With little personal gain involved in 
completing the questionnaire, questions can be raised about their motivation levels 
and therefore the accuracy of their responses. As the data collection was, in some 
cases, left to the schools, adolescents may also have been concerned about issues 
of confidentiality, which again may have impacted on the truthfulness of their 
responses.
Sample
In order to meet the sample size requirements for adequate statistical power (see 
Appendix A), the sample for this study was selected from an area in London that 
boasts a multicultural and particularly large Indian population. As such, the 
mainstream culture to which the adolescents in this study were adapting may have 
been relatively ‘Indian’, which has implications for the degree of acculturative stress 
they are likely to have experienced. It is possible that the findings might have been 
different in areas where the cultural make-up of the immediate neighbourhood was 
not plural.
Secondly, the three schools that chose to participate in the study did so because they 
had a strong commitment to and interest in multicultural issues, which might mean 
that presumed culture conflicts in second-generation Indian adolescents are handled 
quite well in these schools. Also, it is worth speculating about potential differences 
between those parents who did not consent to their children participating in the
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research and those who did. It is possible that there may be some qualitative 
differences between the two. Some possibilities might be that parents who did not 
allow their children to participate were not fluent in English and were unable to read 
the information, or may have had children that did have some psychological 
adjustment difficulties, which parents did not to reveal. We could tentatively speculate 
that the acculturation gap in these families might have been larger and that for these 
children there may have been an association between acculturation and mental 
health outcomes.
The study only included children who attended high school, and so the maximum age 
of the adolescents was 16. Therefore, the late adolescence years were not 
examined, which is thought to be the crucial time for identity development and 
resolution. In addition, the issues of autonomy, independence and individualism in 
Western cultures become particularly apparent in these later years in terms of 
breaking away from the family, moving out of home, and career choice.
Using only Indian respondents, the vast majority of whom were Hindu, allowed the 
sample to remain relatively homogeneous. However, as mentioned in the 
Introduction, there are many sub-groups that comprise the South Asian group, each 
with their own religious practices and traditions, which may differentially influence 
acculturation processes and outcome. Bearing this in mind together with the other 
sample limitations, caution should be exercised in generalising the findings of this 
study to other South Asian sub-groups, other regions in Britain and also other 
minority groups. However, what is clear is that the relationship between acculturation 
and outcome is not as linear or straightforward as the current literature would have us 
believe. This leads to various suggestions that can be made for researchers in the 
field.
Future Directions
Research Implications ^
The critical discussion of the findings, in terms of theoretical and study limitations, 
point to a number of possibilities for future research. Researchers wanting to 
investigate the association between acculturation and psychological adjustment 
should ensure that they take into account factors in the wider acculturation framework 
proposed by Berry (1997) rather than just using the model of acculturation. In
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addition, it is clear that four-fold acculturation models and measures based on them 
tend to assume a uniform strategy for acculturating, with little consideration of social 
context or life domain. As such acculturation scales need to be developed and used 
differentially depending on which domains, developmental age, contexts, attitudes, 
and behaviours are of interest.
This study shows that the psychological acculturation strategy chosen by the 
individual may not directly linked to adjustment, but speculates that other factors that 
influence the process of acculturation may be more predictive. It is important for 
larger studies to carry out a more detailed investigation of acculturation processes in 
second-generation Indian adolescents, as well as a thorough investigation of any 
associated links with mental health outcomes. In particular, it may be important to 
take into consideration the social context, the family situation, and the personal 
coping resources of individuals. In addition, it would be a god idea in future studies 
that look at the developmental period of adolescence to ensure that the whole range 
of adolescence is covered.
Acculturation theory and models based on the notion of adapting to two monolithic 
cultures are clearly outdated, and there needs to be more research that looks at how 
cultures, both minority and majority, have evolved and changed as multiculturalism in 
society increases. This may create difficulties for further quantitative research into 
psychological adjustment in second-generation Indian adolescents, in terms of 
definitions of constructs and variables. Thus, researchers might want to pursue a 
qualitative approach in researching the subtleties and intricacies of coping with 
acculturation processes, in second-generation Indian adolescents to get a rich, 
detailed account of the unique experience of this group and their psychological 
adjustment.
Clinical Implications
This study has confirmed previous findings that Indian girls seem to be particularly at 
risk of developing mental health difficulties, in comparison to Indian boys. However, 
purported associations with acculturation strategies have not been confirmed. From a 
clinical viewpoint, it highlights strongly the need for appropriate services to be made 
available and accessible to this particular group of people, who currently do not use 
the service that is available. Given that psychological acculturation, as measured in 
this study, was not found to be predictive of the mental health outcomes, this
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suggests that clinicians would be well-advised to assess other personal and 
contextual factors that might be implicated in the clinical presentation of a person 
from this group, including exploration of perceptions of self and self-esteem.
Conclusion
In conclusion, the present study attempted to investigate this particular sample’s 
process of adaptation in the British culture. However, it seems that this study has 
raised many more questions than it has answered. The results showed quite clearly 
that second-generation Indian girls were clearly more at risk of developing mental 
health problems compared with their male counterparts, but that acculturation, as 
measured in this study, had no influence in this. Bearing in mind the conceptual, 
theoretical and measurement problems of acculturation, this finding needs to be 
investigated in further research. A speculation could be that the key issue in relation 
to acculturative stress and mental health outcomes may not be how strongly or not 
second-generation adolescents relate to the Indian and British cultures, but rather the 
way they choose to negotiate their affiliations in different domains and social 
contexts, particularly those where differences between the two cultures are most 
apparent. Furthermore, other personal and contextual factors may impact on this 
negotiation, which may affect the person’s evaluation of himself or herself, leading to 
differential rates in acculturative stress and psychological adjustment. However, the 
concern about Indian young women being at risk of developing mental health 
problems still remains and factors that contribute to this risk need to be studied, for 
mental health services in general, and clinical psychology services in particular to be 
able to meet the unique need of this group.
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APPENDIX A - POWER CALCULATION AND SAMPLE SIZE
Power calculation and sample size
A power calculation was conducted to ascertain the minimum number of required 
participants to give the study adequate statistical power. Multiple regression analyses 
usually require larger numbers of participants compared to other statistical 
techniques (Tabachnick & Fidell, 1996). The following ‘rule of thumb’ formula has 
been suggested for calculating minimum sample sizes for studies using multiple 
regression (Green, 1991; Tabachnick & Fidell, 1996):
N >50 + 8m
(Where N is the number of participants, and ‘m’ is the number of independent 
predictor variables).
On the basis of seven predictor variables, a minimum sample size of 106 was 
calculated. However, this calculation does not take into consideration desired 
statistical power. As such, a further calculation was carried out using GPower (Faul & 
Erdfelder, 1992). This showed that with seven predictor variables in a multiple 
regression, a minimum of 103 participants were required in the study to achieve a 
medium effect size of 0.15 and statistical power of 0.8.
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APPENDIX B-QUESTIONNAIRE PACK
THE YOUTH AND WELL-BEING STUDY 
INFORMATION SHEET FOR PARTICIPANTS
Thank you for considering taking part in the Youth and Well-being Study. My name is Nisha 
Karia and I am the main researcher on the Youth and Well-being Study. I am a final year, 
post-graduate student at the University of Surrey carrying out this study as part of my degree. 
Before taking part in the study, I think it is important for you to know what the study is about 
and how you can take part. If there are any questions that have not been answered below, 
please feel free to contact me. My details are given at the end of this information sheet.
What is the Youth and Well-being Study all about?
The Youth and Well-being Study aims to look at the kinds of issues that are important for 
young people from different cultures living in a multi-cultural society. This includes the way 
you feel about things, your behaviours, and any difficulties that you experience. I hope that the 
results of the study will increase our understanding of the important issues for young people. 
This can then be used by to improve services for young people.
What does taking part Involve?
To take part in the study, you will need to read this information sheet carefully and then sign 
the consent form over the page, saying that you agree to take part. Taking part in the study 
involves filling in a questionnaire, which should take around 30 to 45 minutes of your time. I 
have tried to make the questions fairly straightforward. However, if you don’t understand what 
a question is asking or if you are upset by any of the questions, it is important that you ask 
your teacher or myself for help. After you have finished the questionnaire, I will provide a list 
for you to keep of local and national organisations that young people can access for help, 
support, and advice. If you wish, you can stop taking part in the study at any time, without 
needing to give a reason, even after you have completed the questionnaire.
What happens to the Information I give?
If you agree to take part in the study and fill in the questionnaire, the answers that you give 
will be kept confidential and anonymous. The consent form that you sign will be separated 
from the actual questionnaire and will be kept in a separate place. This means that the 
questionnaire will not have your name on it. Information about you as an individual will not be 
passed on to your teachers or parents, unless I have worries about your safety or the safety of 
others from your answers. In this case, I will talk to you about it first and then bring it to the 
attention of your teacher.
The data from the questionnaires will be analysed using statistics. The overall results will be 
summarised and made available to you and your school on completion of the study. No-one’s 
individual answers will be presented and individuals will not be identifiable in any way.
What do I do now?
If you agree to take part in the study, please sign the consent form overleaf and complete the 
questionnaire. Please tear off this information sheet and keep it for your information. Thanks!
RESEARCHER CONTACT DETAILS:
Name: Nisha Karia
Email: psm2nk@surrey.ac.uk
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THE YOUTH AND WELL-BEING STUDY
PARTICIPANT CONSENT FORM
I, the undersigned, voluntarily agree to take part in the Youth and W ell­
being Study.
I have read and understood the Information Sheet provided. The aims 
and purpose of the study have been explained to me and I know what 
participating in the study would involve.
I understand that information about me will be held in the strictest 
confidence in accordance with the Data Protection Act (1998), and my 
anonymity will be preserved. I understand that confidentiality will only 
be broken in exceptional circumstances where there are concerns 
about my safety or the safety o f others.
I understand that I am free to withdraw from the study at any time, 
without needing to give a reason.
I confirm that I have read the above and freely consent to taking part in 
this study. I agree to comply with the instructions of the study.
Name of participant:
(BLOCK CAPITALS)
Signature: ___________________________  Date:
Name of School:
School Year;
Name of Researcher Nisha Karia
Researcher’s signature
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THE YOUTH AND WELL-BEING STUDY 
QUESTIONNAIRE
GENERAL INSTRUCTIONS
Please answer all the following questions on the basis of your opinions now or 
how you feel now. What we can learn from this research on youth depends 
entirely on how honestly and carefully you answer the questions. There are no 
right or wrong answers to any of the questions. The answer to give is the one 
that shows vour opinions. So please, answer the questions as honestly as you 
can.
Do not put your name on the questionnaire. Your answers will be dealt with by 
code number only. That way, we can ensure that your answers will remain 
confidential for research purposes.
As we are studying people from different cultural backgrounds, all the 
questions may not apply to you. In this case, please indicate that the question 
is not applicable by writing NA next to it. However, it is important that you try 
and answer all the questions as best you can.
Some of the questions have extra instructions so please read everything 
carefully.
SECTION 1 - ABOUT YOU
1) Today’s date:
2) Your A g e :___________________  Date of Birth:
3) Sex (tick box): Male □  Female □
4) What is the name of your school?_____________________________________
5) What year are you in?________________
6) I would describe my religion as (tick box):
□  Christian □  Sikh □  Other (please specify)
□  Hindu □  Jewish _____________________
□  Muslim □  Buddhist
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□  None
7) What is your ethnic group?
(Choose ONE category from the bold categories and then tick appropriate box)
White Mixed
□  British
□  Irish
□  Any other White background 
please write in
□  White and Black Caribbean
□  White and Black African
□  White and Asian
□  Any other mixed background 
please write in
Asian or Asian British Chinese or Chinese British
□  Indian
□  Pakistani
□  Bangladeshi
□  Any other Asian background 
please write in
□  Chinese
□  Any other background, please write in
Black or Black British □  Other
□  Caribbean
□  African
□  Any other Black background, 
please write in
Please specify below how you 
describe your ethnic group if the other 
categories are not suitable for you
8) 1 live with {tick box)
□  Both my parents
□  Both my parents and other relations (e.g. uncles/ aunts/ grandparents/
cousins)
□  My father only
□  My mother only
□  Other (please explain)
9) Were you born in Britain? (T/ckbox) YES □  NO □
If ‘NO’
How old were you when you came to this country? {Tick box)
0-4 years □  5-9 years □ 10-14 years □  more than 14 years □
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10) In what country was your father born?
11) In what country was your mother born?
12) What languages are spoken in your home? (please list)
If English is not the only language spoken in the home ...
13) Which is the main language spoken in the home?
14) Does your father have a job? (tick box) 
If ‘YES’
What is his job called? (e.g. salesperson) _
What does he do? (e.g. sells cars)_______
Is this job (tick box) Full time? □
YES □ NO □
Part-time? □
15) Does your mother have a job? (tick box) YES □
If ‘YES’
What is her job called? (e.g. salesperson)___________________
What does she do? (e.g. sells cars)________________________
Is this job (tick box) Full time? □  Part-time? □
NO □
SECTION 2
A) Please list and describe any organisations, clubs, teams or groups you belong to 
(e.g. religious, social, cultural, sports etc.)
a.
b.
c.
d.
□  None
B) Please describe any concerns or problems you have about school:
241
Major Research Project - Appendix B
C) Please describe any other concerns you have:
D) Please describe the best things about yourself:
Please circle the appropriate response to indicate your agreement with the following 
statements using the key presented below.
SA A D SD
Strongly Agree Disagree Strongly
Agree Disagree
A. On the whole, 1 am satisfied with myself SA A D SD
B. At times 1 think 1 am no good at all SA A D SD
C. 1 feel that 1 have a number of good qualities SA A D SD
D. 1 am able to do things as well as most other people SA A D SD
E. 1 feel 1 do not have much to be proud of SA A D SD
F. 1 certainly feel useless at times SA A D SD
G. 1 feel that I’m a person of worth, at least on an 
equal plane with others SA A D SD
H. 1 wish 1 could have more respect for myself SA A D SD
1. All in all, 1 am inclined to feel that 1 am a failure SA A D SD
J. 1 take a positive attitude toward myself SA A D SD
IMPORTANT INSTRUCTIONS
On the next page, there is a list of items that describe young people. For each item 
that describes you now o r within the past 6 months, please circle the 2 if the item
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is very true o r often true of you. Circle 1 if the item is somewhat o r sometimes 
true of you. If the item is not true of you, circle the 0.
Please answer the questions to reflect your views, even if other people might not
1 = Somewhat or sometimes True 2 = Very True or Often True
agree.
0 = Not True
1.1 act too young for my age 0 1 2 29.1 am afraid of certain animals, 0 1 2
2.1 have an allergy (describe): 0 1 2 situations or places, other than school
(describe):
30.1 am afraid of going to school 0 1 2
3.1 argue a lot 0 1 2 31.1 am afraid 1 might think or do 0 1 2
4.1 have asthma 0 1 2 something bad
5.1 like the opposite sex 0 1 2 32.1 feel that 1 have to be perfect 0 1 2
6.1 like animals 0 1 2 33.1 feel that no one loves me 0 1 2
7.1 brag 0 1 2 34.1 feel that others are out to get me 0 1 2
8.1 have trouble concentrating or 0 1 2 35.1 feel worthless or inferior 0 1 2
paying attention 36.1 accidentally get hurt a lot 0 1 2
9.1 can’t get my mind off certain 0 1 2 37.1 get in many fights 0 1 2
thouahts (describe): 38.1 get teased a lot 0 1 2
39.1 hang around with kids who get 0 1 2
into trouble
10.1 have trouble sitting still 0 1 2 40.1 hear sounds or voices that other 0 1 2
11. I’m too dependent on adults 0 1 2 People think aren’t there (describe):
12.1 feel lonely 0 1 2
13.1 feel confused or in a fog 0 1 2
14.1 cry a lot 0 1 2 41.1 act without stopping to think 0 1 2
15.1 am pretty honest 0 1 2 42.1 would rather be alone than with 0 1 2
16.1 am mean to others 0 1 2 others
17.1 daydream a lot 0 1 2 43.1 lie or cheat 0 1 2
18.1 deliberately try to hurt or kill 0 1 2 44.1 bite my fingernails 0 1 2
myself 45.1 am nervous or tense 0 1 2
19.1 try to get a lot of attention 0 1 2 46. Parts of my body twitch or make 0 1 2
20.1 destroy my own things 0 1 2 nervous movements (describe):
21.1 destroy things belonging to 0 1 2
others
22.1 disobey my parents 0 1 2
23.1 disobey at school 0 1 2 47.1 have nightmares 0 1 2
24.1 don’t eat as well as 1 should 0 1 2 48.1 am not liked by other kids 0 1 2
25.1 don’t get along with other kids 0 1 2 49.1 can do certain things better than 0 1 2
most kids
26.1 don’t feel guilty after doing 0 1 2 50.1 am too tearful or anxious 0 1 2
something 1 shouldn’t 51.1 feel dizzy 0 1 2
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27.1 am jealous of others 0 1 2 52. 1 feel too guilty 0 1 2
28.1 am willing to help others 0 1 2 53. 1 eat too much 0 1 2
54. 1 feel overtired 0 1 2
55.1 am overweight 0 1 2
0 = Not True 1 = Somewhat or sometimes True 2 = Very True or Often True
56. Physical problems without 71.1 am self-conscious or 0 1 2
known medical cause: easily embarrassed
a. Aches or pains (not stomach or 0 1 2 72.1 set fires 0 1 2
headaches) 73.1 can work well with my hands 0 1 2
b. Headaches 0 1 2 74.1 show off or clown 0 1 2
c. Nausea, feel sick 0 1 2 75.1 am shy 0 1 2
d. Problems with eyes {not if 0 1 2 76.1 sleep less than most kids 0 1 2
Corrected by glasses) (describe): 77.1 sleep most than more kids 
during the day and/or night 
(describe):
0 1 2
e. Rashes or other skin problems 0 1 2
f. Stomach aches or cramps 0 1 2
g. Vomiting, throwing up 0 1 2 78.1 have a good imagination 0 1 2
h. Other (describe): 0 1 2 79.1 have a speech problem 
(describe):
0 1 2
57.1 physically attack people 0 1 2
58.1 pick my skin or other parts of my 0 1 2 80.1 stand up for my rights 0 1 2
Bodv (describe): 81.1 steal at home
82.1 steal from places other than
0
0
1
1
2
2
Home
59.1 can be pretty friendly 0 1 2 83.1 store up things 1 don’t need 0 1 2
60.1 like to try new things 0 1 2 (describe):
61. My schoolwork is poor 0 1 2
62.1 am poorly co-ordinated or clumsy 0 1 2
63.1 would rather be with older kids 0 1 2 84.1 do things other people think 0 1 2
than with kids my own age are Strange
64.1 would rather be with young kids 0 1 2 85.1 have thoughts that other people 0 1 2
than with kids my own age would think are strange (describe):
65.1 refuse to talk 0 1 2
66.1 repeat certain acts over and over 0 1 2
(describe):
86.1 am stubborn 0 1 2
87. My moods or feelings change 0 1 2
67.1 run away from home 0 1 2 suddenly
68.1 scream a lot 0 1 2 88.1 enjoy being with other people 0 1 2
69.1 am secretive or keep things to 0 1 2 89.1 am suspicious 0 1 2
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myself 90.1 swear or use dirty language 0 1 2
70.1 see things that other people think 0 1 2 91. 1 think about killing myself 0 1 2
aren’t there (describe): 92. 1 like to make others laugh 0 1 2
93. 1 talk too much 0 1 2
0 = Not True 1 = Somewhat or sometimes True 2 = Very True or Often True
94.1 tease others a lot 0 1 2 104. am louder than other kids 0 1 2
95.1 have a hot temper 0 1 2 105. use alcohol or drugs for 0 1 2
96.1 think about sex too much 0 1 2 non-medical purposes (describe):
97.1 threaten to hurt people 0 1 2
98.1 like to help others 0 1 2
99.1 am too concerned about being 0 1 2
neat or clean 106.1 like to be fair to others 0 1 2
100.1 have trouble sleeping 0 1 2 107.1 enjoy a good joke 0 1 2
(describe): 108. 1like to take life easy 0 1 2
109.1 try to help other people when 0 1 2
1 can
110.1 wish 1 were of the opposite 0 1 2
sex
101.1 cut classes or skip school 0 1 2 111. 1keep from getting involved 0 1 2
with others
102.1 don’t have much energy 0 1 2
103.1 am unhappy, sad, or depressed 0 1 2 112.1 worry a lot 0 1 2
IMPORTANT INSTRUCTIONS
1) If you have described your ethnic origin as White in the question on page 3.
You are not required to fill in Section 3 of the questionnaire. This is because it 
contains questions that are only relevant to people from non-White ethnic 
backgrounds.
Please go straight to Section 4 on page 12.
2) If you have described your ethnic origin as Black. Asian. Chinese, or Other in 
the question on page 3.......
You need to complete the next section (section 3) of the questionnaire. Some of the 
questions refer to ‘Indians’, ‘India’, and ‘Hindu’. This is because it was not practical to 
make up different questions for people from all the different minority ethnic groups. If 
your ethnic background IS NOT Indian and you do not follow the Hindu religion, you 
will need to answer the questions by substituting your own ethnic background for the 
term ‘Indian’ and the name of your own religion in place of the term ‘Hindu’. You can 
actually cross these out on the paper and write in the terms that apply to you. Also, 
as mentioned in the beginning, not all the questions will be applicable to you. If this is
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the case just write NA next to the question and leave it blank. If you do not 
understand these instructions, please ask your teacher to explain it to you.
Please turn to Page 10.
SECTION 3
IMPORTANT INSTRUCTIONS
The following statements come in pairs. Each pair deals with one subject. Please 
say what you think of each statement according to the following plan:
SA A D SD □
Strongly Agree Disagree Strongly Don’t
Agree Disagree Know
READ BOTH STATEMENTS CAREFULLY, AND CIRCLE YOUR ANSWER TO 
EACH STATEMENT INDIVIDUALLY.
Example
For example, in the following case:
a) I enjoy listening to Indian music
b) I enjoy listening to Western music
If you strongly agree with a) and disagree with b), you should circle SA for a) and D 
for b).
If you strongly agree with both a) and b), you should circle SA for both.
You may agree with both statements, disagree with both statements . or you may 
agree with one statement and disagree with the other.
Tick the box □  next to a question only if you really can’t make up your mind. If you do 
not understand the question please write ‘Don’t understand’ next to it.
Be careful: sometimes 'SA' occurs on the left hand side of the paper and 
sometimes on the right hand side.
Now please look at the following statements and circle the answer that is your view 
PAIR A
1a) I am a person who enjoys watching Indian films SD D A SA □
1b) I am a person who enjoys watching English films SA A D SD □
PAIRB
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2a) I think it is important to be able to speak the language 
of my ethnic group well
2b) I think it is important to be able to speak English well
SA A D SD
SA A D SD
PAIRC
3a) I think that the Indian system of not ‘dating’ (‘going out’ 
with people) is a good thing
3b) I think that the Western system of ‘dating’ (‘going out’ 
with people) is a good thing
SA A D SD □
SD D A SA □
PAIRD
4a) I think that the ‘arranged marriage’ system is a good 
one (‘arranged marriage’, in this questionnaire, means an 
introduction to your partner through family members or 
through other family friends or members of your ethnic 
community).
4b) I think that the system of choosing one’s own partner 
for marriage, without involvement from others, is a good 
one.
SD D A SA □
SA A D SD
PAIRE
5a) I think that Indian culture has a lot to offer 
5b) I think that British culture has a lot to offer
SD D A SA □
SD D A SA □
PAIR F
6a) I think Indian clothes best express who I am 
6b) I think English clothes best express who I am
SD D A SA □
SD D A SA □
PAIR G
7a) I feel comfortable with my Indian friends 
7b) I feel comfortable with my English friends
SA A D SD □
SA A D SD □
PAIRH
8a) I think that the Hindu system of thought in India 
provides good guidelines
8b) I think that the Christian system of thought in England 
provides good guidelines
SA A D SD □
SD D A SA □
PAIR
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9a) I enjoy listening to Indian music 
9b) I enjoy listening to Western music 
PAIR J
10a) I enjoy eating Indian food 
10b) I enjoy eating English food
SA A D SD □
SD D A SA □
SD D A SA □
SA A D SD □
PAIRK
11a) I think of myself as Indian 
11b) I think of myself as British
SD D A SA □
SA A D SD □
PAIRL
12a) I am proud of being Indian 
12b) I am proud of being British
SD D A SA □
SD D A SA □
PAIRM
13a) I feel happy to be Indian 
13b) I feel happy to be British
SA A D SD □
SA A D SD □
PAIRN
14a) Being Indian is important to me 
14b) Being British is important to me
SA A D SD □
SD D A SA □
PAIRO
15a) I feel very Indian 
15b) I feel very British
SA A D SD □
SA A D SD □
PAIRP
16a) I would feel offended if someone said something bad 
about Indian people
16b) I would feel offended if someone said something bad 
about British people
SD D A SA
SA A D SD
SECTION 4
2 4 8
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Thank you very much for completing this questionnaire. Please feel free 
to add any comments about the questionnaire or any other relevant 
information about yourself on the back of this page.
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APPENDIX C
Letter of Approval from the Ethics committee at the University of Surrey
Uni
Ethics Committee
17 March 2004
Dear Ms Karla
A ccu ltu ra tio n  and p sycho log ica l w e ll-b e in g  in second  gene ra tion  Ind ian 
ado lescen ts  in B rita in  (EC /2003/135/Psvch)
I am writing to Inform you that the Ethics Committee has considered the above 
protocol (and the subsequent Information supplied) and has approved It on the 
understanding that the Ethical Guidelines fo r Teaching and Research are observed 
and the following condition Is met:-
• That letters from Head Teachers, agreeing to participation In the research, are 
subm itted for the Committee's records once they are available.
For your Information, and future reference, the Guidelines can be downloaded from 
the Com m ittee’s website at h ttp://www.surrev.ac.uk./Surrev/ACE/.
This letter o f approval relates only to  the study specified in your research protocol 
(EC/2003/135/Psych). The Committee should be notified of any changes to  the 
proposal, any adverse reactions, and If the study Is term inated earlier than 
expected, w ith reasons.
I should be grateful If you would confirm  In writing your acceptance of the condition 
above.
Date of approval by the Ethics Committee: 17 M arch  2004
Date of expiry of approval by the Ethics Committee : 16 M arch  2009
Please Inform me when the research has been completed.
Yours sincerely
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APPENDIX D
LETTER TO HEADTEACHERS AND INFORMATION SHEET FOR SCHOOLS
xxxxxxxxxxxxx 
xxxxxxxxxxx high School
22nd March 2004
Dear xxxxxxxxxxxx,
Re: THE YOUTH AND WELL-BEING STUDY
We are researchers from the University o f Surrey, conducting a project about factors 
influencing psychological well-being and dysfunction in adolescents living in a multi-cultural 
society. Particularly, we are looking at the factors that influence psychological well-being in 
second-generation Indian adolescents. The Ethics Committee at the University o f Surrey has 
approved this study. We have chosen to conduct the study in Harrow because it boasts a 
multicultural population. As such, we are writing to secondary schools in Harrow to invite 
them to participate in this important study.
The study w ill focus on the general population in order to arrive at a better understanding o f 
which factors influence the majority o f adolescents in mainstream schools to behave in 
different ways. It is hoped that this knowledge w ill enable more accurate advice to be given to 
parents and teachers, and w ill contribute to the development o f appropriate prevention 
programmes.
The enclosed information sheet provides further information about the rationale to the study 
and what participating would involve. Your co-operation is very important to us, and we 
would be grateful for any assistance you may be able to provide. We are aware o f the many 
pressures on your time and resources. As such, we feel it is important to discuss the 
possibilities and practicalities o f participation with you, in order to ensure that participation 
w ill cause minimal disruption. We hope that your participation in the study may also provide 
you w ith some useful information.
We w ill be contacting you in the near future to discuss the study and address any issues you 
might have around participating. We would also be very interested to hear your comments and 
feedback on the study. Should you have any questions in the meantime, please do not hesitate 
to contact us at the address given above.
Thanks you very much for your help.
Yours sincerely.
Ms. Nisha Karia Prof. Martyn Barrett Dr. James Murray
Research Co-ordinator Research Supervisor Research Supervisor
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The Youth & Well-being Study 
Information Sheet for Teachers
The psychological well-being and problem behaviours of adolescents are two major 
concerns for their parents and teachers. Moreover, unresolved difficulties in 
adolescence can often persist and lead to dysfunction and distress in adulthood. 
Although the behaviour problems of adolescents have been studied quite extensively 
in the USA, this has not been the case in Britain. In addition, detailed comparisons 
have not been made between adolescents from different ethnic groups in terms of 
their behavioural and emotional difficulties.
This research will explore factors influencing psychological well-being and problem 
behaviour during adolescence. The study will investigate different aspects that may 
have a direct or indirect influence on the adolescent, and will examine the inter­
relationships between factors that may lead to problem behaviour. In particular, the 
research will look at the extent to which the different ways of negotiating two different 
cultures in adolescents of ethnic minority, particularly Indian, origin impacts on their 
emotional and behavioural functioning.
The study will focus on the non-clinical population in order to arrive at a better 
understanding of which factors influence the majority of adolescents in mainstream 
schools to behave in different ways. Consequently, this knowledge will enable more 
accurate advice to be given to parents and teachers, and will contribute to the 
development of appropriate prevention programs.
Importance of the Research
Findings from this study may impact at both a basic scientific level, as well as being 
of practical value. The findings may help in defining a method for the identification of 
adolescents at risk for adjustment difficulties, as well as providing a catalogue of 
potentially buffering experiences. The identification of risk factors as well as buffering 
experiences will also be salient information for future interventions.
School Involvement
The school will be asked to be involved in the study in two main ways.
1) Allowing the researcher to come into the school and give a short presentation 
(around 15 minutes) to the pupils at a mutually convenient time about the aims and 
nature of the study, and how they can participate.
2) Allowing pupils under the age of 16 to take home an Information sheet and 
consent form for parents/guardians, perhaps with a covering letter from the school on 
school headed paper. The consent form needs to be signed and returned to school. It 
is envisaged that these consent forms could be returned to form tutors.
3) Allowing the pupils whose parents have returned consent forms to complete a 
questionnaire pack during school hours and in classroom conditions. The 
questionnaire should take approximately 30 - 45 minutes to complete. It is envisaged 
that the most efficient methods of data collection would be if the researcher works 
with form tutors to distribute the questionnaires to the pupils and have them complete
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it in classroom conditions. The form tutors will hence be asked to help the researcher 
in taking responsibility for the distribution and collection of questionnaires and/or to 
provide alternative activities for those pupils who have not returned consent forms for 
participating in the study. No further involvement from the school is anticipated for the 
research.
Confidentiality
All information will be kept in strict confidence. No one outside the research team will 
see any of the raw data. Individual children will not be identifiable from the research 
data. If there are any serious concerns about personal safety or the safety of others 
from the answers given by a pupil, the researcher will ask to speak to the adolescent 
in question to inform them that this concern will be brought to the attention of a 
responsible adult at school (i.e. a teacher or head teacher).
Benefits
The primary benefit for schools is in making an important contribution to our 
knowledge about adolescents in today’s multi-cultural society.
Schools will also receive feedback about the findings of the study both in general 
terms and also specifically about their own school.
The lead researcher will also compile and make available to the pupils a list of 
local and national resources that can be accessed by adolescents in confidence if 
they are facing difficulties.
Potential Hazards
There are no major risks anticipated for participating in the study. However, there is a 
chance that for a small minority of participants, answering questions about feelings 
and behaviours may be upsetting. For this reason, it is important that the 
questionnaire is completed in a safe environment with a teacher and researcher 
present to monitor such reactions. In addition, all participants will be provided with a 
list of local and national resources and organisations that have been set-up to help 
and support young people.
Please do not hesitate to contact me with comments and questions. 
Nisha Karia
PsychD Clinical Psychology
University of Surrey
Guildford
Surrey
GU2 7XH
Email: psm2nk@surrey.ac.uk 
Tel:
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APPENDIX E- Information Sheet and Consent Form for Parents/Carers
Dear Parent/Carer,
The Youth & Well-being Study - Information Sheet for Parents/Carers
Thank you for considering letting your child take part in the Youth and Well-being Study, 
which is being conducted at High School with the approval of the ??????, the head teacher. 
My name is Nisha Karia and I am the main researcher on the study. I am a final year, post­
graduate student at the University of Surrey. Before considering your child’s participation in 
the study, I think it is important for you to know what the study is about. If there are any 
questions that have not been answered below, please feel free to contact me. My details are 
given at the end of this information sheet.
What is the Youth and Well-being Study?
The psychological well-being and problem behaviours of adolescents are two major concerns 
for their parents and teachers. Although the behaviour problems of adolescents have been 
studied quite extensively in the USA, this has not been the case in Britain. This research will 
explore factors influencing psychological well-being and problem behaviour in adolescents 
from different cultures living in a multi-cultural society in Britain. The study will investigate 
different areas that may have a direct or indirect influence on adolescent psychological well­
being or problem behaviour. I hope that the results of the study will increase our 
understanding of the important issues for adolescents. This can then be used by to improve 
services for young people.
What does my child's participation involve?
For your child to participate in the study, you will need to give your written consent. To do this, 
you will need to read this information sheet, sign the consent form overleaf and return the 
consent form to school with your child by Friday 14*  ^May 2004. Your child’s participation will 
involve him/her filling in a questionnaire at school in classroom conditions. The participants 
will also need to read an information sheet and sign a consent form. The questionnaire should 
take around 30 - 45 minutes to complete. There are no major risks anticipated for participating 
in the study. However, in the unlikely event that answering questions about feelings and 
behaviours is found to be upsetting for any participant, a teacher or researcher will be present 
to monitor such reactions while the questionnaires are being completed. In addition, all 
participants will be provided with a list of local and national resources and organisations that 
have been set-up to help and support young people. You or your child can withdraw consent 
from the study at any time, without giving a reason, even after your child has completed the 
questionnaire.
What happens to the information my child provides?
All information will be kept in strict confidence. No one outside the research team will see any 
of the raw data. Individual children will not be identifiable from the research data. The signed 
consent forms will be kept separate from the actual questionnaire and code numbers will be 
used to deal with the research data from the questionnaires. If there are any serious concerns 
about personal safety or the safety of others from the answers given by a pupil, the 
researcher will ask to speak to the adolescent in question to inform them that this concern will 
be brought to the attention of a responsible adult at school (i.e. a teacher or head teacher). If 
you wish to discuss your child’s participation in the study further or you have any questions, 
concerns, or comments, please do not hesitate to contact me. Contact details are given 
below.
Yours faithfully,
Nisha Karia (Lead Researcher - The Youth and Well-being Study)
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THE YOUTH AND WELL-BEING STUDY
CONSENT FORM FOR PARENTS/CARERS
I, the undersigned, voluntarily agree to let my child take part in the 
Youth and Well-being Study.
I have read and understood the Information Sheet provided. The aims 
and purpose of the study have been explained to me and I know what 
my child’s participation in the study would involve.
I understand that information about my child will be held in the strictest 
confidence in accordance with the Data Protection Act (1998), and the 
anonymity of my child will be preserved. I understand that 
confidentiality will only be broken in exceptional circumstances where 
there are concerns about my child’s safety or the safety of others.
I understand that I am free to withdraw my child from the study at any 
time, without needing to give a reason.
I confirm that I have read the above and freely consent to my child 
taking part in this study. I agree for my child to comply with the 
instructions of the study.
Name of parent/carer:
(BLOCK CAPITALS)
Signature of parent/carer:. 
Date;
Name of child; ___
(BLOCK CAPITALS)
Name of School: High School,
School Year:
Name of Researcher:
Researcher’s signature:
Nisha Karia
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APPENDIX F- LIST OF LOCAL AND NATIONAL RESOURCES
RESOURCES LIST FOR YO UNG  PEOPLE
Here is some information about some useful organisations that young people can 
turn to for help and advice. Some of the organisations are based in or near Harrow 
and others are national. I have also listed a number of websites that have been 
designed to provide young people with information and advice about difficult issues.
NAME AND CONTACT DETAILS INFORMATION
Harrow Young Persons Centre
m  0208 861 5858
This local organisation provides 
information, advice and counselling 
to young people in Harrow for free.
Harrow Young People
H  www.harrow-young-people.com
This website is designed and 
maintained by young people who 
live in and around Harrow. It aims to 
give up-to-date information about 
what’s going on in Harrow for young 
people. It also aims to give advice 
on issues that affect young people 
between the ages of 12 and 19 who 
live in Harrow.
BROOK (based at Harrow Young Person’s 
Centre)
Thursdays between 4pm and 6.30pm 
#  0208 861 5858
This is an organisation that provides 
free confidential sex advice only to 
young people
BREAKOUT - Harrow Lesbian, Gay and 
Bisexual Youth Group 
(for 16-21 year olds)
m  0208 427 5505
Youth group for young lesbians, gay 
men and bisexual men and women 
meeting weekly in a safe, friendly 
and confidential environment.
Harrow Community and Youth Service
m  0208 424 1710
This service can give you lots of 
information on ‘out of school’ 
activities and youth clubs in the 
harrow area.
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Connexions London West
K l Connexions London West 
Suite 4, 2"^ floor 
Alperton House 
Bridgewater Road 
Wembley, HA1 1EH
g  0208 453 5000
H  www.connexions-londonwest.com 
H  (e-mail) enquiries@connexions- 
londonwest.com
Connexions Direct
H  www.connexions-direct.com
m  080 800 13219 
Text service: 07766 413219
Connexions is for you if you are 
aged 13-19 and want advice on 
getting to where you want to be in 
life.
Connexions personal advisers can 
give you information, advice and 
practical help with all sorts of things, 
like choosing subjects at school or 
mapping out your future career 
options. They can help you with 
anything which might be affecting 
you at school, college, work or in 
your personal or family life.
There is a local London west 
branch, but you can also access the 
‘Connexions direct’ service online. 
Connexions Direct is a new service 
for young people age 13-19 that 
offers quick access to information 
and advice on a wide range of 
topics through one easy to use 
website.
The Samaritans (Harrow)
K  44 Station Road
Harrow, Middlesex 
HA12SQ 
m  0208 427 7177
H  www.samaritans.org.uk
Samaritans is an organisation that 
is available 24 hours a day to 
provide confidential emotional 
support for people who are 
experiencing feelings of distress or 
despair
Kidscape
m  0207 730 3300 
H  www.kidscape.org.uk
Kidscape is a national charity that 
specialises in helping young people 
who are being bullied or abused.
Childline
m  0800 400 222 
S  www.childline.org.uk
Childline is a confidential telephone 
service for young people who need 
to talk to someone about something 
that is worrying them. The phone 
call is free and the number does not 
show up on the phone bill.
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INFORMATION ABOUT BULLYING • www.childline.org.uk/bullyin
g.asp
Listed opposite are a number of websites and
contact details specifically addressing issues • Anti-Bullying Campaign
of bullying (ABC) -
The website contains lots of
information and advice for young
people who are being bullied.
a
www.antibullyingcampaign.co.uk
K  185 Tower Bridge Road
London, SE1 2UF
m  0207 378 1446
• www.kidscape.org.uk
• www.antibully.org.uk (advice
for young people and
children about bullying and
what to do about it)
• www.dfes.gov.uk/bullying/
This is a government website
that provides useful information
and advice for teachers, parents
and young people about
bullying.
We hope you have found this list useful. These are just a selection of 
national and local resources for young people out of the many that are 
available. The Youth and Well-being project Is not affiliated to any of 
these organisations, nor does it take any responsibility for any of the 
services offered by them.
With Best Wishes,
The Youth and Well-being Project
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APPENDICES TO VOLUME 1
APPENDIX 1
Appendix 1 contains the results of a clinical audit of the Adolescent Assertive 
Outreach Team, conducted by the Trainee on the core Children, Adolescents and 
Families placement. The document was produced to summarise the main findings of 
the audit in written and pictorial form. The team psychiatrist and clinical nurse 
specialist then used the document to prepare a presentation of the audit for a Child 
and Adolescent Mental Health Services conference.
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THE ADOLESCENT ASSERTIVE OUTREACH TEAM 
AUDIT OF THE FIRST YEAR OF A NEWLY 
DEVELOPED SERVICE
Audit period is between July 2001 and July 2002
26 clients were referred in this period. A ud it data relates to 
24 clients.
2 (1 male and 1 fem ale) have been excluded from the audit 
data due to having been seen on a consultation basis and 
therefore re levant inform ation was not available fo r auditing
Of the 24 clients, 12 were m ale and 12 were fem ale
Response tim e o f AAO T follow ing referral was between 1 
day and 10 days, with a response tim e o f less than one week 
in the majority o f cases
Presented data m ainly dem ographics, analysis o f the rest o f 
the data is ongoing
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AGE
Mean age of clients referred to the AAOT = 15.71, S.D. = 1.43
Graph show ing frequency counts fo r the age at time of referral fo r 
clients referred to the AAOT
Ag« mt t im «  o f ro fo rra )
Mean age of females referred to the AAOT = 15.25, S.D. = 1.14 
Mean age of males referred to the AAOT = 16.17, S.D. = 1.59
Graph show ing breakdown o f age groups by sex
10
4 -
2 • SEX
A N  Male 
1 ^  Fem ale
13 14 15 16 17
Age at time of referral
2 6 0
Appendix to Volume One • Clinical Audit of AAOT
INPATIENT OR OUTPATIENT
Looked at the proportion of adolescents who were in-patients and out­
patients at the time of referral
Pie-chart showing proportion of clients that were In-patients compared 
to out-patients at time of referral to AAOT
Area
Looked at the distribution of referrals from the referral areas.
Bar-chart to show distribution of clients referred to AAOT bv area from
which they were referred
□  W andsworth  
H Merton
□  Sutton
□  Out of Area
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REASONS FOR REFERRAL
* Data was looked at in terms of primary reason for referral and 
secondary reason for referral.
Primary Reason for referral is defined as what the referrer wanted 
specifically from the AAOT or what the primary cause for concern was
Secondary reason for referral was defined as other significant 
presenting difficulties, or other areas that required intervention 
Identified by the referrer
Same categories used for both reason for referral 1 and reason for 
referral 2.
With this particular client group, reasons for referral are usually serious, 
wide-ranging, and complex -  possibly not reflected in the simple 
categorisations presented in this quantitative data.
Explanations o f Categories
1 = Suicida! behaviour / Severe Self Harm -  risk o f hospital adm ission
For example, this includes the adolescents who have been expressing 
suicidal thoughts, plans and ideation, or those that are thought to be at risk of 
suicide or serious self-harm by the referrer. Often this becomes a reason for 
referral, as support is required in the case before the situation deteriorates to 
the point where an in-patient admission is required.
2 = In-patient support (including s ta ff support and management during 
adm ission process and while adm itted)
This includes supporting the adolescent if currently an In-patient, preparing 
them for an inpatient admission, working alongside ward staff and educating 
them. Also, providing intensive support for the ward staff, client and client's 
family around all aspects of in-patient admission.
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3 = Intensive therapeutic input (includes e.g. intensive CBT or other 
therapy fo r OCD symptoms, anxiety management and depression or 
combination)
This category has been used to encompass those clients for which the 
referrer requested intensive work, both therapeutic and supportive, which 
cannot be provided by a normal tier 3 service. Can be intensive psychological 
treatment, along with medication and family support.
4 = Post discharge support (includes facilitating and supporting client 
and fam ily through the discharge process and proving intense 
immediate support post discharge)
This category encompasses the intensive work involved in preparing clients 
for transition back into the community following an in-patient admission, 
continuing therapeutic input post-discharge until the client is well enough to 
access tier 3 services again.
5 = Psychosocial intervention-other (includes ongoing fam ily support, 
ensuring supportive environment, facilitating independence skills, 
liaison with external agencies
This category has been used to cover the other areas of a client’s life that 
may be problematic or contributing to the maintenance of the presenting 
issues. This includes the psychosocial environment, e.g. family and home 
environment, school or job situation, financial situation, significant 
relationships etc. The client may be referred because they need extra support 
in managing these aspects of their lives.
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Pie charts show ing prim ary and secondary reasons fo r referral to the
AAOT
Reason for Referral 1
Post discharge/trans 
2 5 0 %
elf-harm/p
50  0%
Intensive th
Inpatient Support 
16.7%
Missing
8 .3%
Reason for Referral 2
Inpatient Support 
4 .2%
Intensive therapeuti 
33.3%
psychosocial intervt
45.1
Post discharge/trans 
8.3%
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DIAGNOSIS
Data was looked at in terms of primary and secondary diagnosis
Primary Diagnosis = Main diagnosis relevant to client’s presenting 
difficulties
Secondary Diagnosis = Other significant diagnosis contributing to 
clients difficulties
Complexity of clients’ presenting difficulties not accurately represented 
by just two diagnostic labels
Some clients had only one main diagnosis, in their case 2"'' diagnosis 
has been recorded as missing.
Same categories used for both diagnosis 1 and diagnosis 2 variables, 
with the exception of one extra category for diagnosis 2.
Description o f Categories used
1 = Psychotic Disorder/Episode
2 = Obsessive-Compulsive Disorder
3 = Autistic Spectrum Disorder
4 = Depression or Mood disorder
5 = Anxiety disorder-other
6 = Deliberate Self-Harm
7 = Eating Disorder
8 = PTSD
9 = Substance Misuse
10 = Chronic Fatigue Syndrome (only in diagnosis 2 variable)
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Pie Charts showing primary and secondary diagnoses of clients
involved in the AAOT
Diagnosis 1
Eating Disorder
4 2% \
PTSD
DSH
1.3% Psychotic disorder/e 
2 5 0 %
Anxiety
3%
OCD
12.5%
Depression or Mood D 
33 3%
Diagnosis 2
Psychotic disorder/e 
12 .5 %
Autistic Spectrum  
8 .3%
Missing
33 .3%
Depression or Mood 
8 .3%
Chronic fatigue 
4 .2%
Anxiety
12 .5%
Substance Misuse D SH
12.5% 4.2%
P TS D
4 .2%
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MEDICATION
The medications that clients were prescribed were categorized as withr 
anti-depressants, anti-psychotics or none
Pie-chart showing the proportion of clients prescribed anti-psvchotic 
and anti-depressant medication
i in ti-d a p ra s s a n t
45 .8%
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OUTCOME
Rated by the two clinical nurse specialists on a 5-point Likert Scale
M uch
Deterioration
Sonic
Deterioration
No change Some
Im proicm ent
M uch
Im proiem enl
When two ratings were not in agreement, most conservative or mid­
point of two conflicting scores was used.
Bar chart showing clinician rated outcome for the AAOT clients, rated on
a 5-point Likert Scale
Missing some improvement
no change much improvement
Outcome
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OUTCOME BY GENDER
• Mean clinician rated outcome for females = 3.82 
Mean clinician rated outcome for males = 4.22
Mann-Whitney U tests showed that clinician rated outcomes did not 
significantly differ by sex (Z = -1.131, p<0.258)
Ü
Bar chart sliow inq cHnician-rated outcome by sex
6
5
4
3
2
1
0
much improvementno change
some improvement
Outcome
Missing
Sex
[Male 
I M  Female
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Adolescent Outreach Team -  Audit of First Year of Service
Database Coding Sheet
Sex
Male= 1 
Female = 2
Age
Years.months, e.g. 14 years, 4 months = 14.04 
999 = not known/missing
Diagnosis 1 (Main diagnosis relating to the nrobs. Client referred fori
Psychotic Disorder/Episode = 1 
OGsessive-Compulsive Disorder = 2 
Autistic Spectrum Disorder = 3 
Depression or Mood disorder = 4 
Anxiety disorder-other = 5 
Deliberate Self-Harm = 6 
Eating Disorder = 7 
PTSD = 8
Substance Misuse = 9
999 = not known/missing
Diagnosis 2 (Second significant diagnosis)
Psychotic Disorder/Episode = 1 
Obsessive-Compulsive Disorder = 2 
Autistic Spectrum Disorder = 3 
Depression or Mood disorder = 4 
Anxiety disorder-other = 5 
Deliberate Self-Harm = 6 
Eating Disorder = 7 
PTSD - 8
Substance Misuse -  9 
999 = not known/missing
Area where natient lived/where referral came from
Wandsworth =1 
Merton = 2 
Sutton = 3 
Out of area=4
999 = not known/missing
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Inpatient/Outpatient at time of refeiral
Inpatient = 1 
Outpatient = 2
999 = not known/missing
Reason for Refeiral 1 (Main reason for referral)
1 = Suicidal behaviour / Severe Self Harm -  risk of hospital admission
2 = In-patient support (including staff support and management during admission 
process and while admitted)
3 = Intensive therapeutic input (includes e.g. intensive CBT or other therapy for CCD 
symptoms, anxiet)' management and depression or combination)
4 = Post discharge support (includes facilitating and supporting client and family 
th ro u ^  the discharge process and proving intense immediate support post discharge)
5 = Psychosocial intervention-other (includes ongoing family support, ensuring 
supportive environment, facilitating independence skills, liaison with external 
agencies
999 = not knowTi/missing
Reason for Referral 2 (second reason for referral)
1 = Suicidal behaviour / Severe Self Harm -  risk of hospital admission
2 = In-patient support (including staff support and management during admission 
process and while admitted)
3 = Intensive therapeutic input (includes e.g. intensive CBT or other therapy for OCD 
symptoms, anxiety management and depression or combination)
4 = Post discharge support (includes facilitating and supporting client and family 
through the discharge process and proving intense immediate support post discharge)
5 = Psychosocial intervention-other (includes ongoing family support, ensuring 
supportive environment, facilitating independence skills, liaison with external 
agencies
999 = not known/missing
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Medication
Anti-psychotic = 1 
Anti-depressant = 2 
None = 3
999 = not knowm/missing
^Outcome -  (rated bv Shirley and Janet)
1 = Much deterioration
2 = some deterioration
3 = No change
4 = Some Improvement
5 = Much Improvement
999 = not known/missing
* where scores were not in agreement -  the middle score was used e.g. i f  two outcome 
scores were 3 and 5, then 4 would be used. I f  scores were 4 and 5, most conservative 
score i.e. 4 would be used.
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